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Original Communications 


PHYSIOLOGY THE BASIS OF FUTURE GYNECOLOGY* 
By Grorce Gray Warp, Jr., M.D., New York City 


Y earliest gynecological aspirations were the result of the stimulus 

received from one of our Founders, Alexander J. C. Skene. 
Among my earliest medical memories the American Gynecological 
Society stands forth indelibly stamped on my mind as the apotheosis 
and acme of scientific acumen in all that related to the functions and 
disorders peculiar to women. I can well remember the awe with 
which I heard narrated the details of the meeting of 1892 which was 
held in Brooklyn. I was deeply impressed with the lofty position 
and scientific attainments which were a ‘‘sine qua non’’ to Fellowship. 
I am frank to state, I was fired with an ambition that some day I 
might aspire to become one of that select company of savants. It 
seems a far cry from that time to the present, and how much lower 
the altitude, and how much humbler our attainments appear when 
viewed from this end. 


To attain Fellowship in our beloved Society was indeed a cherished 
honor; to be entrusted with the responsible and arduous duties of the 
Secretaryship was a mark of your confidence and trust, and became a 
labor of love; to become your Presiding Officer is to receive the high- 
est honor you can bestow, and my unworthiness and its unexpected- 
ness only serve to accentuate my deep feelings of appreciation and 
thanks for-this signal mark of your esteem. 


*Presidential Address, “American Gynecological Society, Forty-seventh Annual Meeting, 
Washington, D. C., May 1-3, 1922. | 


Note: The Editor accepts no responsibility for the views and statements of au- 
thors as published in their ‘‘ Original Communications. ’’ 
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During the past year all of our Active Fellowship may still answer 
**Adsum,’’ but two of our Honorary Fellows have entered into 
‘‘that sweet sleep that medicines all pain.”’ 


On June 23, 1921, Seth Chase Gordon, a former President and a Fellow 
since 1888, and an Honorary Fellow since 1915, passed to his eternal 
rest at his home in Portland, Maine, in his ninety-first year; and Ben- 
net Bernard Browne, elected to Fellowship in 1881, and an Honorary 
Fellow since 1912, died in Baltimore on March 10th, at the age of 
seventy-nine. They lived long lives of usefulness to womankind and 
they loved this Society which was honored by their membership. 
Their memories will remain as an inspiration to us. 

This yearly toll that Nature exacts from our roll of elder Fellows 
serves but to remind us that the men who in the earlier years built the 
foundations of this Society on a bed rock of real scientific attainment, 
a spirit of research, and irreproachable personal character, are rapidly 
becoming but memories. Of the thirty-nine Founders but one is alive 
today. Our ranks are filling with younger generations and it behooves us 
to take care at this stage of our existence as a Society to carefully study 
the history of our earliest years in order that we may fully appreciate 
the wisdom of our Founders and the ideals and principles upon which 
this Society was launched. That their wisdom was sound is proved 
by the fact that we are approaching our fiftieth anniversary and are in 
a vigorous state of health despite the storms and gloomy prognostica- 
tions we have often encountered. 

At this time of general unrest when the tendencies are everywhere 
manifest to overturn the old order of things, to push conservatism to 
the wall and to lean towards socialism, I believe our Society is in dan- 
ger of losing its prestige and the high position which its Fellowship 
implies, if those who are entrusted with its guidance fail to grasp 
the intent of its Founders and deviate from the compass directions 
they laid down. 

Let us glance back and study the words that have been uttered by 
some of the Founders relating to this matter. At the inaugural meet- 
ing for the foundation of this Society held in New York on June 34d, 
1876, Chadwick of Boston, to whose happy inspiration the Society 
owes its birth, said, ‘‘It has been generally conceded to be better for 
our Society to have a restricted membership and to require high qual- 
ification in the candidates for admission. By this means membership 
will come to be coveted and our discussions more profitable.’’ 

The distinguished first President of the Society, Fordyce Barker, 
in the first Presidential Address said, ‘‘Without insisting that our 
selection of members should depend solely, or even chiefly, on the lit- 
erary quality of the candidate, we surely may demand that one who 
has acquired such a reputation as to make him a desirable member of 
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the Society should furnish such written justification of that reputation 
as would merit a place in our Transactions * * * the status of this 
Society in the Scientific world will be determined by the character 
and value of the papers published in its Transactions and by the tone 
and ability of its diseussions,’’ and again, he warned the Fellows of 
the importance of care in the selection of only those who have won a 
right to Fellowship by a conceded personal and professional eminence, 
and not those who give promise as to the future,—‘‘as they ean afford 
to wait until time has demonstrated that the buds and blossoms of 
youth have developed the fruit which ripens in an established reputa- 
tion with the profession at large. Honors cheapened by being made 
common are but slightly esteemed.’’ He further says, ‘‘In a Society 
of this kind in which Fellowship is restricted to a small number, it is 
of vital importance that all should be active working members.”’ 
Skene in his Presidential Address reminded the Society that it was 
the design of the Founders that it should be devoted to the advance- 
ment of science and art and the cultivation of the higher social ele- 
ments of life and he warned against the careless selection of Fellows. 


Wilson, another Founder, believed that as it was by invitation that 
the Society was formed, * * * that it should be by invitation 
continued. 

Our Founders in their wisdom considered that a thesis demonstrating 
the fitness of a candidate should be required for Fellowship. This was 
a requisite for forty years, until in 1916 this requirement was done 
away with for supposedly good and sufficient reasons. But while it 
may be admitted that this requisite was often unnecessary and super- 
fluous, and even absurd in the ease of men of acknowledged pre- 
eminence, it must be apparent that it leaves a dangerous gap in our 
breastworks through which unqualified men may slip in should the 
vigilanee of our sentries be relaxed. As Secretary of the Society for 
the preceding five years, I am in a position to state that this is no 
phantom peril. The plan that the Council has recently adopted of 
inviting as guests men who are known to have accomplished creditable 
work in the gynecological or obstetrical field, to present papers before the 
Society in order that we may judge of their suitability for Fellowship, 
is admirable in my opinion and is in a way a substitute for the thesis. I 
believe that the Society would be wise to adopt this procedure as a 
requirement in all cases before receiving proposals for Fellowship. 

Our Society has the distinction of being the pioneer national gyne- 
ecological organization of the world and Fellowship is naturally regarded 
as the highest honor to which a rising man ean attain, consequently 
without the thesis requirement we must be doubly eareful in our seru- 
tiny of the scientifie and personal qualifications of candidates. How 
ean we expect to earry on the spirit and high ideals of the Founders, 
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and maintain the standard of our contributions if extraordinary care 
is not exercised in the selection of Fellows? 

I do not agree with the idea that I have heard expressed that we 
should enlarge the Society and that it is our duty to lift up to higher 
levels the ‘‘weaker brother’’ by admitting him to Fellowship, and 
neither do I believe that it is wise to take in younger men of promise 
before they have proved themselves. As the Autocrat of the Break- 
fast Table well says, ‘‘ Knowledge and timber shouldn’t be much used 
until they are seasoned.’’ I believe it is our duty to earry on the spirit 
of our Founders and to jealously guard our heritage against anything 
tending to lower the character of the Fellowship of the Society. As 
Polk told us we should be ‘‘ever loyal to our forefathers, we should 
look to them for inspiration and guidance and ever remember our 
obligations to their wisdom, their courage and their fidelitv, and to 
the trust they have passed on to us.”’ 

They blazed the trail and set the standards and ideals of the Society 
on a high plane. In these days when it is so easy to drift away from 
the old paths it is our duty to see that we do not allow the quality of 
our Fellowship to fall below the plane that the Founders established, 
in order that we may maintain for American Gynecology the proud pre- 
eminence that has already been achieved. 

In previous presidential addresses you have been told of the wonder- 
ful achievements of the Society with the sealpel and in the devising of 
new operations and treatments, so that it would be a work of superero- 
gation for me to remind you of them, but I cannot refrain from ealling 
your attention to the fact that this Society has also done and is doing 
its share in the broader field of the general advancement of public 
health and welfare. In 1912 a prominent feature of the scientific pro- 
gram was a symposium on eancer statistics and as a result of the 
interest awakened by the presentations and discussions, on the motion 
of Dr. Reuben Peterson a committee was formed to draw up a plan of 
action to arouse the public to a full appreciation of this terrible 
seourge, and the result was the formation of the American Society for 
the Control of Cancer, with whose efficient work you are all familiar. 
The benefits of this work to mankind are comparable only to the re- 
sults obtained in the world wide propaganda on tuberculosis. The 
American Gynecological Society has rendered a signal service to hu- 
manity in thus instituting popular education on cancer which will be 
the means of saving many lives. 

At the present time a committee of this Society under the Chairman- 
ship of Dr. Adair is doing valuable constructive work in cooperation 
with the American Child Hygiene Association in perfecting a program 
of maternal welfare. This work assumes great importance since Con- 
gress has passed the Sheppard-Towner Bill. 
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or 


| have little patience with those who harp on the passing of gyne- 
cology as a specialty. These pessimistic harpings are but the vapor- 
ings of narrow minds who ean only see cutting and sewing of the pel- 
vie organs as the sum total of our work. As I have said elsewhere the 
science of medicine has become so complex with the discovery of new 
truths and the requirements of modern diagnostic methods and treat- 
ments, that specialization is perforce an inevitable necessity. The 
sister specialties of obstetrics and gynecology are interdependent and 
neither can be obliterated, in spite of the wishes of the general sur- 
geon. As long as women continue to bear children the specialty of 
obstetrics cannot die, and until we reach the Utopian Age of ana- 
tomical and physiological perfection we will have reconstructive surgery 
to do on the female genitalia as a result of child-bearing. As well 
advocate the abandonment of orthopedics or urology because both 
fields are invaded by the general surgeon. He cannot do all there is 
in surgery equally well, and I believe, as in Pope’s apt lines, that 


‘One science only will one genius fit 
So vast is art, so narrow human wit.’’ 


Those who imagine that the race of gynecology as a specialty is run, 
should realize that during its subversion to pure surgery it was under 
bonds that restrained its advance by suppressing the equally impor- 
tant nonsurgical aspects of gynecie science. Gynecology is today 
throwing off the fetters which bound it to pure surgery, to its great 
benefit, and it is entering into a new field of a broader gynecology. 
which studies woman in a larger way in all her economic relations to 
the public weal, and which is as yet scarcely begun. 

Who is better prepared than the gynecologist and obstetrician to 
study and promote investigations relating to woman from the stand- 
point of the great field of state medicine in all that concerns her devel- 
opment, education, fitness for marriage and maternity, her evolution; 
and also her degeneracies as a criminal, as a pauper, or as a prostitute? 

If anyone imagines that there is not sufficient work left for this 
Society to do in the future, let him remember that our constitution 
states that our objects are to promote all that relates to diseases of 
women, obstetrics and abdominal surgery. That means that in addi- 
tion to the need of our studying disease and perfecting surgical tech- 
nie and treatments, there is abundant work at hand waiting to be done 
in the perfecting of our hospital care of patients. One of the great 
pieces of work lying before us as a Society of leaders in surgical prac- 
tice is to demand, and to show by our example, that a ‘‘surgical con- 
science’’ shall guide us in what we do for those who place their lives 
and future happiness in our hands. The awakening to the need for a 
‘‘surgical conscience’? was the result of Codman’s stimulus to end 
result study, and the necessity has been made manifest by the nation- 
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wide movement for Hospital Standardization inaugurated by our Fel- 
iow Member and past President, Franklin H. Martin, of whose vision and 
achievements of organization we are justly proud. The honest audit- 
ing of our surgical results, just as our finances are audited, is the only 
way to make us realize our grave shortcomings in this important mat- 
ter. At first thought we would all treat with indignation any doubt 
as to our not giving our best judgment and care to all our patients, 
whether ward or private. Yet I fear that too often we are at fault 
in not studying our eases with sufficient thoroughness before subject- 
ing them to the serious risks incurred by sometimes unnecessary or 
ill-chosen operations. That ‘‘familiarity breeds contempt”’ is undoubt- 
edly true in our often careless invasion of the human organism. 

[ would commend to your attention Simpson’s pungent criticism of 
our careless care of our ward patients in many instances. Greater 
humanity should be manifested by providing recovery wards with 
expert nursing, secluded and quiet rooms for the dangerously sick or 
dying, and competent and sufficient nurses for night duty, in order to 
overcome the horror of hospitals still latent in many lay minds. Hos- 
pital Standardization leads to more perfect and efficient service to 
our patients. 

The importance of the teaching function of the hospital should not 
he lost sight of. In order to facilitate this, it is our duty to see that 
a uniform nomenclature, uniform methods of compiling statistics, and 
that mortality and morbidity standards are established and adopted 
on the lines so ably planned by Dickinson. 


PHYSIOLOGY THE BASIS OF FUTURE GYNECOLOGY 


While I have thus ealled your attention to a few of the many prob- 
lems of the broader gynecology that await your solution, I would not 
have it thought that the field of scientific investigation relating to 
our obstetrical and gynecological problems is becoming exhausted. 
On the contrary, there is a vast field relating to our specialty, the 
surface of which has been barely seratched. I speak of the science of 
physiology in its relation to obstetries, gynecology and abdominal 
surgery. As Clark has pointed out to us, in practical achievements 
we need fear no other nation by comparison, but that in scientifie 
research we have left much undone. Coe urged that we give more at- 
tention to the study of pathology and prophesied that the future 
gynecology would aim at something more than surgical technic; and 
Cullen, in a recent address, states that ‘‘If America is to lead the 
world in surgery in the near future, every surgeon must be trained 
in surgical pathology.’’ 

While there can be no dispute as to the necessity and importance of 
our training in surgical pathology, I believe that there is certainly an 
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equal if not greater need for our future scientific progress, and that is our 
appreciation and study of that: vital element, the relation of physiol- 
ogy to surgical practice. While the study of the dead tissues is of vast 
import in developing our knowledge of disease, we should not forget 
that we are daily dealing with live tissues, and I am convinced that 
the future development of our specialty lies in our increasing in- 
terest in physiology. E. P. Davis has well said, ‘‘A new cellular 
pathology is yet to be written from the standpoint of cellular metabo- 
lism.’’ It is still true that the physiology of the female pelvie organs 
is so little known that all its essentials have yet to be studied. Our 
patients have had their pathology studied for vears in the specimens 
removed from their bodies, but it is only in recent years that more 
attention is being paid to preoperative physiological conditions. We do 
not yet see, however, intraoperative and postoperative physiological 
studies made with sufficient frequency. We as yet know little or 
nothing about what is going on in this living biochemical laboratory 
during the time of operation, or during the actual processes of child- 
bearing. Beyond recording the pulse and respirations, and perhaps 
the blood-pressure, we have been content to consider that we have all 
the knowledge necessary. The chemical and physical changes pro- 
duced in the blood and its containers, in the great nerve centers, and in 
the ultimate cells, by anesthesia, trauma of operation, hemorrhages, 
liberation of toxins, ete., are waiting to be revealed. We simply 
put our patients to bed after operation and expect them to get well 
as a matter of course, and only record the temperature, pulse and 
exeretions. If peritonitis or embolism develop we throw up our hands 
in our helplessness, for we have vet to find the cure for these great 
curses that still too frequently overshadow our surgery, and that often 
when we least expect it blast our successful results with the blight of 
death. 

Our further understanding of our many unsolved problems lies 
in our acquiring biochemical knowledge as was so admirably called 
to our attention last vear by Blair Bell. Bayliss, the great English 
physiologist, says, ‘‘As physiologists our task is to refer, as far as we 
ean, all phenomena of life to the laws of physics and chemistry.’’ 
Through experimental biology and biochemistry will be elucidated the 
laws of what is normal in our bodies, and how these laws may be 
disturbed or altered by anesthesia and operative procedures as well 
as by disease. We recognize today that the human body is a vast 
chemical factory in which complex chemical and physical reactions 
are constantly oceurring. A disturbance from their normal fune- 
tioning means disease. Invading microorganisms produce their de- 
structive work by chemical agencies, their toxins poisoning the vital 
centers. 


580 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


In the protoplasm of the ultimate cell, chemical reactions take place 
which determine health or disease. Haldane, the physiologist, states 
that, ‘There is a constant molecular interchange between the cell and 
its environment. Cell secretion, cell respiration, and cell nutrition are 
clearly only different aspects of the same whirl of molecular activity.’’ 
The study of the blood and its circulation is a vast field that is of vital 
interest to us in its practical relation to our daily operative work. 
As socially it is asked how blue the blood is, so surgically it should be 
asked how red it is, for upon the state of the blood may largely depend 
the operative risk. This means not only the investigation as to the 
amount of hemoglobin and the number and proportion of the cells, but 
also its coagulability, viscosity, CO, combining power as a measure of 
possible acidosis, the state of the blood cells, and the tone of the 
vessels. 


How many surgeons do we see studying blood pressure before and 
after operation as a routine? How many know what the expected 
fall in pressure should be after an operation of a certain severity, and 
what are the limits of safety? How many know how high a pre- 
liminary rise in blood pressure in the pre-operative excitement stage 
may be safe for a patient who already has a high blood pressure? 
What is the normal rise in leucocytes after a clean operation? The 
importance of Walters’ recent studies in the Mayo Clinic relating to 
the coagulation time of the blood and the effect of caleium chloride in 
shortening the time is an example of a physiological study that directly 
interests us as surgeons. The effect of anesthesia on the blood and 
the introduction of various solutions and colloidal suspensions directly 
into the circulation opens up a large field for fruitful observations. 
Studies of blood chemistry should be made in peritonitis. Opie has 
already determined that carbohydrates act in a protective manner. 

The elucidation of many obscure problems of surgery relating to 
diabetes, nephritis, acidosis, and the possibility of traumatie toxemia 
being a factor in surgical shock, must be solved by the physiologist 
and biochemist. He may also aid us in our studies on the mystery 
of thrombus formation, and the control of the formation of peritoneal 
adhesions. Williams pointed out to us that we had done nothing in 
the way of the biological or biochemical aspects of pregnancy, or of 
the normal metabolism of pregnancy and the puerperium or of involu- 
tion. The causation of the onset of labor and the physiology of uterine 
contractions await us, as do the etiology of abortion and the tox- 
emias of pregnancy. Indeed, the need of biochemical and physiological 
research in the obstetrical field is a reproach to us. Kosmak, in the 
Report to this Society of the ‘‘Special Committee on Research Work,”’ 
in 1920, called our attention to our responsibilities as a national So- 
ciety made up of leaders, in promoting obstetrical research and in 
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taking our part in solving the more general sociological problems affect- 
ing the future welfare of mankind. How may we best accomplish 
this desirable end? T must admit that the task I have outlined pre- 
sents many difficulties. First, there is the need of adequate laboratory 
facilities for making biochemical and physiological studies in close con- 
junction with our operating rooms and wards. Many of our hospital 
laboratories while equipped to make routine examinations are not 
prepared to earry out research work of the type required. Next and 
most difficult is to find biochemists and physiologists to aid us in this 
work. There are very few men so trained who are available and 
they are largely absorbed by the university laboratories. 

What we need in our daily clinical research problems are the services 
of a physiological chemist available in our hospital laboratories, who 
will study these vital problems with us as they oceur in our patients 
in the operating room as well as in the wards. We as clinicians are as 
necessary to them as they are to us in collaborating in this research 
if practical results are to be obtained. Erlanger, whose studies in 
postoperative shock and hemorrhage are familiar to us all, has 
lamented his inability to carry out certain researches on account of 
the lack of opportunity to apply his work clinically in our hospitals. 

To provide the physiologists and the necessary laboratory facilities 
means a considerable expenditure of money, more than many hospital 
trustees may feel able to meet at the present time, but as they have 
been brought to see the necessity for a pathologist and an efficient 
laboratory as an essential part of every hospital today, so in the near 
future we may hope that they may be made to appreciate the need of 
a physiologist with biochemical equipment as a necessary part of the 
resources of every hospital which expects to further medical know]- 
edge. At the Rockefeller Institute in New York and elsewhere such 
biochemical studies are being earried out at the present time largely 
on important medical problems, and the extent of their work must 
necessarily be limited by the number of available hospital beds at 
their disposal. Our many surgical hospitals have a vast material 
awaiting to be studied. 


Here lies a great opportunity for the Rockefeller, Carnegie, and 
other Foundations that are interested in the advancement of medical 
knowledge, to make use of this vast clinical material in our surgical 
wards for biochemical study, by providing such research workers and 
the necessary equipment to hospitals that are desirous of carrying on 
scientific work of this kind. I know that I would be very glad to see 
the Woman’s Hospital in New York make use of such an opportunity. 

As the future of gynecology and obstetries lies in the broad field 
of physiological research, what is more fitting than that this national 
Society of men pre-eminent in the specialty, should show the way? 
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What would more truly carry out the wish of the founders? They 
were early interested in physiological studies. At the first meeting in 
1876 a letter was read from Dr. John C. Dalton, Professor of Physi- 
ology in the College of Physicians and Surgeons of New York, asking 
the cooperation of the Fellows in studies he was making of the corpus 
luteum, and at the second annual meeting he rendered an exhaustive 
report of the results of his observations, and he was made an Honorary 
lellow. 

Our fiftieth year is approaching and we must soon consider the 
means of an appropriate celebration of that auspicious event. Who 
shall dare say that the achievements of the past half century will not 
have more than justified our raison d’etre? Are we to weep like 
Alexander because we have no more worlds to conquer? We know 
that the first gleam of organized science in the world was due to 
Aristotle who anticipated the modern scientific movement in his real- 
ization of the importance of ordered knowledge, yet do we realize 
that it is only seventy generations to the time of Philip of Macedon when 
Aristotle lived, and that it is seven hundred generations to our eave 
men ancestors? The evolutionary processes move slowly and the 
ultimate perfection we may hope to attain is yet far off. Surely, we 
have done well in the short time of our existence as a Society, but 
we have searce begun, and when we remember that great men in the 
past history of science have considered that they have spoken the 
last word on many problems which in the light of our present knowl- 
edge seems absurd, how dare we say that our work is finished? 

The American Gynecological Society has a heritage of work accom- 
plished to be proud of, its Fellows have explored the unbeaten paths 
in the past and shown the way to successful abdominal surgery. It 
is now time for them to still show the way in these new fields of 
exploration. 

Truly our work is not yet finished, and as is so well expressed in 
the words of James Russell Lowell’s beautiful hymn,— 


‘‘New occasions teach new duties; 
Time makes ancient good uncouth ; 
They must upward still and onward 
Who would keep abreast of Truth.’’ 


East FIFTY-SECOND STREET. 


THE OVARIAN FUNCTION*® 
By Wituiam P. Graves, M.D., Boston, Mass. 


Pepe nencetenyin ny of the ovaries is a topic worn so threadbare by 
discussion that its very mention before a group of gynecologists 
almost demands an apology. In the minds of many of the profession 
and laity the ovary is firmly established as the supreme arbiter not 
only of the pelvie functions, but also of many of the general forces 
that control the physical and moral character of woman. The high 
estate that the ovary has attained in professional esteem has been 
greatly enhanced by its somewhat tardy initiation into the sacred asso- 
ciation of the endocrine glands, and the general belief thus created of 
an important direct and indirect influence exerted on its more power- 
ful and vital fellow organs. By the majority of surgeons the question 
of ovarian conservation has been regarded therefore as forever set- 
tled, and it has become a well-nigh universal canon that in the per- 
formance of radical pelvie surgery, ovarian tissue, even if it be only 
a minute vestigium, must whenever possible, be religiously preserved. 
Unhappily the serenity of this doctrine has recently been disturbed 
by the advent of radium in the treatment of fibroids and hemorrhagic 
myopathies involving as it does the frequent destruction of ovarian 
function, and the conservationist is now confronted from a new angle 
by the same old problem, which he had supposed to be so comfortably 
solved. Moreover there has existed a small minority of operators 
who have detected in the overenthusiastic preservation of ovarian 
tissue in certain radical pelvie operations a serious menace to the 
patient’s health. They have suspected that the alleged influence of 
the ovary on the mature human organism may possibly be exagger- 
ated, and they have recognized that a permanent absence of the 
ovarian function may in certain eases be less detrimental to the 
patient than an irritating impairment of function resulting from muti- 
lated organs. These and other considerations have determined me 
to undertake this brief review of the subject. 

The first step in such a review is to make a frank inquiry of what 
value the ovaries actually are to the human organism. In answering 
this it must first be realized that the glands of internal secretion 
possess different functional values at different periods of the individ- 
ual’s existence. An extreme example is the thymus gland, which 
though important during early life atrophies and becomes completely 
defunctionated after the age of puberty. 


*Read before the Philadelphia Obstetrical Society, December 1, 1921. 
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The ovary is no exception to this law. During the developmental 
period it appears to act chiefly as an organ of internal secretion and 
is of great importance in the attainment of the normal growth and 
maturity of the entire organistie structure, including the brain. To 
the practical gynecologist the early phase of the ovaries is of little 
moment, for the occasions during this period for the necessity of 
interfering with the ovarian function are so rare and are of such 
an exclusively life-saving character that they need no special consid- 
eration. After the age of puberty the ovaries assume an entirely new 
role their chief function now being specifically devoted to the purposes 
of reproduction. Outside the office of reproduction the essentially 
internal secretory function is henceforth in abeyance, and is so equiv- 
oeal that no one yet has defined exactly what it is nor what its mani- 
festations may be. In fact it is entirely possible that so far as the 
general organism is concerned the ovarian secretion has little or no 
positive significance after full maturity and that it acts only negatively 
in the sense of a temporary balance check to other more powerful 
endocrine organs. In view of our present lack of knowledge of the 
chemistry of the ovary our chief means of information regarding the 
effects of the ovarian secretion of the human body is by the observation 
of castrated women. Operations requiring ablation of the ovaries are 
so common that it would seem to be a very simple matter to collect 
data showing whatever bodily changes take place. One would sup- 
pose too that observations so abundant and readily obtained would 
exhibit a general agreement among different investigators. Such, 
however, is not the case and there exists a very wide diversity of 
opinion as to the effect of castration in women among observers who 
are doing exactly similar operations and on similar types of patients. 
There is also unlimited opportunity to study the permanent effects of 
the absence of ovarian secretion in women after the menopause. 

In what respects one may ask, does a women possessing normally 
functionating ovaries and uterus differ from one whose ovaries have 
been ablated by operation or defunctionated by the application of 
radium or atrophied by the natural menopause? The changes that 
occur may be elassified as those that are permanent and those that 
are temporary. Of the permanent changes there are two, namely (1) 
cessation of menstruation, and (2) local atrophy of the external geni- 
tals. Of the temporary changes there are vasomotor disturbances, by 
no means constant, the only definite manifestations of which are rep- 
resented by hot flushes. These three phenomena indicate the probable 
existence of an ovarian secretion, of either a positive or inhibitory 
character. Cessation of menstruation as a fact per se has no specific 
permanent effect on a woman’s general organism. Mental disturb- 
ances referable to a contemplation of the absence of menstruation 
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are the result of repressed sentimentalism or emotionalism induced 
by intervening external influences usually of a domestic nature. There 
is no definite nerve connection between the ovaries and the brain, the 
breaking of which may produce a psychotic change in the cerebrum. 
Atrophy of the external genitals is, on the other hand, a real tissue 
change, constant in occurrence and anatomically demonstrable. It has 
some definite relationship to the absence of ovarian activity, and is 
theoretically due to a direct local action on the part of other gland 
or glands previously held in check by the ovarian secretion. The 
ovarian conservationists have much to say of the dangers of genital 
atrophy, and it is necessary to pause a moment on this point. Genital 
atrophy appears quickly after castration and radium defunctionation. 
It comes on more slowly at the normal menopause, often appearing at 
a considerable period before the cessation of catamenia. Postoperative 
atrophy is confined exclusively to the genitals with a later, often un- 
noticeable, effect on the breasts. It is not accompanied by atrophic 
degeneration in other parts of the body either physical or mental, such 
as whitening of the hair, defects of the teeth, senility or other aspects 
of aging. Occasionally the local atrophy is extreme and causes dis- 
tressing symptoms, and it is this outcome that the conservationalists 
have seized upon as one of their most potent arguments against the 
ablation of the ovaries during an operation of hysterectomy. It may 
be said, however, that abnormal postoperative atrophy is a rare occur- 
rence, and is no more frequent after hystero-oophorectomy than after 
the natural menopause. Personal experience convinces me that in 
both cases the condition is due to a specific idiosynerasy residing in 
the other glands of internal secretion, or possibly in the local tissues 
themselves. Patients of this type when not operated upon have an 
early menopause, and undergo a general premature senility. In other 
words artificial ablation or defunctionation of the ovaries in normally 
constituted individuals does not produce abnormal progressive genital 
atrophy even when performed in comparatively young women. 

The vasomotor disturbances of the artificial menopause need only 
a passing notice. They are not an inevitable sequence of ablation, 
occurring in about 80 per cent of cases. They appear with equal 
frequency after castration and radiation. They are more frequent, 
but of shorter duration, in the artificial than in the natural menopause, 
and are somewhat more frequent after a hysterectomy where the 
ovaries have been ablated than after one where the ovaries have been left 
in situ. They are of temporary duration lasting for an average of 
three or four months. They may be persistent in women of unstable 
nervous equilibrium, or in association with long standing disquieting 
postoperative complications, and especially following improperly per- 
formed hysterectomies that result in pelvic adhesions, or sagging of 
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the pelvie supporting structure. The thousand and one other nervous 
symptoms commonly ascribed to the influence of ablation are not in 
any sense definitely characteristic of the operation, occurring as they 
do with equal frequency after other surgical operations that do not 
entail a removal of the ovaries. 

Consider now a woman whose ovarian function has been terminated 
either by surgery or by radium, and who has passed through the tem- 
porary disturbances of the menopause. Do we find in such a patient 
degenerative changes of an organic or functional nature that can be 
ascribed to the presence of ovarian activity? In our personal experi- 
enee we do not, with the single exception of the genital atrophy which 
as we have pointed out is pathologically significant only in rare in- 
stances. Omitting the possible effects of unforeseen surgical complica- 
tions, we find no impairment of any of the vital organs. Neither 
do we observe after close follow-up study of our cases extending over 
years any specifically detrimental influence on the general nervous 
organization. In fact in the majority of cases the reverse is true, for 
as a rule the condition for which the operation or treatment was 
initiated, has been the source of nerve irritation, and its removal has 
consequently served as a means of relief to the nervous system. This 
important phase of the subject I have diseussed at length in other 
papers. 

The popular fallacies regarding bodily changes following loss of 
ovarian activity need something more than passing mention for even 
at the present day it is necessary frequently to discuss them with 
patients, when radical treatment for certain pelvic lesions is contem- 
plated. One of the commonest and most extravagant of these super- 
stitions is the fear of a reversion, or perhaps one might more 
correctly say a metaphysis to the masculine type, manifested by a 
deepening of the voice, appearance of facial hair and acquisition of 
male instinets and mental attributes. How so absurd a notion as this 
could ever have attained such wide credence it is difficult to imagine. 
It can only be explained by an unreasoning converse analogy to the 
high-pitched voices of eunuchs. 

It is quite probable that after full maturity ovarian defunctiona- 
tion causes little if any impairment of sexual sensibility if such has 
previously been normally established. Neither does it produce any 
diminution in intellectual energy and productivity, nor in the skill 
that is dependent on nicely balanced physical reflexes. We make this 
statement with confidence after the intimate observation of writers, 
artists, singers, players of musical instruments, ete., who for various 
causes have been subjected to a loss of ovarian funetion by means 
of surgery or radium. 


A fear of the aequisition of abnormal fat after ovarian. ablation 
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is another popular superstition for which there is no foundation in 
experience when the operation has been performed after full maturity. 
Certain circulatory and chemical changes in the body have been noted 
after ablation, but these changes are inconstant and are of doubtful 
significance. 

After a study of cases observed over many years we are confirmed 
in our belief that after complete constitutional maturity the chief 
provinee of the ovary is one of reproduction and that as an organ of 
internal secretion it is otherwise comparatively unimportant to the 
ceneral human organism. 

This conclusion, contrary as it is to generally accepted beliefs, is 
one of unusual importance at the present time for the advent of 
radium with its astonishing influence on the functions of the pelvic 
organs is introducing new possibilities for treating certain ailments 
in the presence of which we were formerly more or less helpless. In 
other words the question of the advisability of defunctionating 
ovarian activity in order to attain certain constitutional results is 
one that is confronting the gynecologist more and more frequently. 

The bald statement of our views coneerning the status of the ovary 
as an organ of internal secretion is peculiarly liable to misinterpreta- 
tion, as the writer is well aware from previous experience. In order 
therefore to make our position as clear as possible, it is necessary to 
enumerate specific examples of the more important crises in which 
the question at issue is presented. The following is a brief recapitula- 
tion of our views based on personal experience. 

During the period of infaney and childhood the ovaries are essential 
as glands of internal secretion in growth and development either by 
their own agency or in intimate association with other more powerful 
organs. Their preservation is therefore all-important. Pelvie surgery 
is at that time, however, so rarely necessary that it needs no diseus- 
sion here. 


After puberty the ovaries assume their réle as reproductive organs, 
and probably continue in a gradually lessening degree to be of in- 
fluence in development until the age of complete physical and mental 
maturity, the average of which may be set at about twenty-two years 
though it has wide individual variation. During this period the 
ovaries should be sacredly preserved, both for their reproductive and 
secretory value. Omitting such rare conditions as bilateral dermoids, 
sareomata, ete., the chief dangers that beset the ovaries between 
puberty and full maturity are the destructive processes of pelvie peri- 
tonitis, and the intractable menorrhagias. If operation is required for 
the former, it should be as conservative as possible, and should not 
be deferred until the inflammatory processes have destroyed the ova- 
rian tissue beyond all possibility of repair. The entire endometrial 
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surface should be spared. As much ovarian tissue as possible in both 
ovaries should be preserved, even if it involves tedious dissection from 
-beds of adhesions and careful piecing together of ragged shreds. If 
both tubes must be sacrificed auto-transplantation of ovarian tissue 
into the uterine cornua should be earried out to furnish at least a 
chance for future impregnation. The severe intractable menorrhagias 
which in former times occasionally required a radical pelvie operation 
are fortunately now entirely amenable to radium. Radium may be 
applied in these immature cases with practically no danger of termi- 
nating menstruation, or of causing permanent sterility. By judicious 
dosage the excessive flow may be modulated and the periods restored 
with more or less accuracy to a normal rhythm. In our earlier cases 
we were greatly apprehensive of establishing a complete menopause 
in these young girls, but our experience seems to prove that the 
younger the ovary the more difficult it is to stop the menses by 
radiation. 

In the decade following the establishment of full maturity the in- 
tegrity of the ovaries should be carefully guarded for this is the most 
important child-bearing epoch of the woman’s life. Hence from this 
standpoint all that has been said regarding pelvic inflammation and 
menorrhagia of prematurity applies also to this period. In addition 
to these two affections, one must also take into consideration in the 
third decade the not infrequent appearance of bleeding or rapidly 
growing fibroids. These must be treated with the utmost regard to 
preserving the reproductive power. Unless there be some serious con- 
stitutional contraindication to surgical operation fibroids at this age 
should not be treated by radium since their growth ean be inhibited 
only by a dosage of radium that will also terminate the menses, and 
produce sterility. Fibroids at this age should in all cases wherever 
physically possible be treated by myomectomy with a conscientious safe- 
guarding of the endometrium and ovarian tissues. Even extensive dissec- 
tions are permissible, but extreme care should be exercised in repairing 
the uterus thus mutilated, to prevent weak areas in the wall that may 
rupture in future pregnancies. 


Inasmuch as the ovaries have fulfilled their chief function as organs 
of internal secretion in the early part of the third decade, and are 
thenceforward less necessary to the constitutional well-being of the 
patient, they demand from that particular standpoint correspondingly 
less consideration if the question arises of their ablation in order to 
attain a permanent cure. 

In order to make this point clear, let us take a specific example. 
Assume that a woman of twenty-seven, married and with two living 
children, has been suffering from a chronic pelvic inflammation that 
requires operation. The patient is poor, and does her own work. She 
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stipulates that she wishes never to have another operation. On open- 
ing the abdomen the adnexa are found extensively involved. It would 
be possible to leave only sufficient ovarian and endometrial tissue to 
maintain for a while a seanty menstruation. The possibility of re- 
storing fertility is out of the question. In such a case in our personal 
practice, we should not hesitate to make a clean sweep of the pelvis 
by a supravaginal hysterectomy with removal of the adnexa. We 
should consider the incomplete preservation of the ovarian function 
as of little weight in comparison with the chance of reformation of 
adhesions, recurring invalidism and a future operation, or if such be 
not the ease the liklihood of a premature, prolonged and disquieting 
menopause. 

In this case we have made our decision of radicalism only after 
taking the patient’s social condition into careful consideration. In 
ablating the ovaries we have done so with a clear conscience, confident 
that the absence of ovarian activity will do the patient no permanent 
harm, and that our operation has given the best assurance of freedom 
from future invalidism that might otherwise result from a recurrence 
of her pelvie disability, had extreme conservatism been carried out. 

We may summarize by saying that during the third decade con- 
servatism should be observed as far as possible but that if radicalism 
seems necessary for the patient’s welfare, it may be practiced with- 
out fear of injury from the loss of ovarian function. 

Complete defunctionation by radium is rarely necessary during 
this period. 

During the fourth deeade of life, occasions raising the question of 
ovarian preservation or ablation multiply rapidly. During the early 
thirties much the same conditions obtain as during the third decade 
and the same rules are in general to be observed. 

As the years go on however and one enters the second half of this 
period, that is, the age from thirty-five to forty, women have in the 
majority of cases established their families or have become reconciled 
to a life of sterility or maidenhood. The question of safeguarding the 
reproductive function becomes gradually less poignant. The gyne- 
ecologist is correspondingly better prepared to meet at this age the 
newer problems of treatment that are evolving from our increasing 
experience with radium. These problems appertain chiefly to the 
‘treatment of menstrual disorders, and embrace such conditions as 
menorrhagia from uterine insufficiency, menorrhagia from fibroids, 
severe menstrual headaches, uncontrollable dysmenorrhea, periodic 
psychoneuroses, and the various other ailments that depend for their 
existence on the presence of the menses. The value of radium in ter- 
minating ovarian and menstrual function in this class of cases is 
now firmly established. 


| | | 
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After the age of forty there is a great increase in the number of 
pelvic diseases, the treatment of which both by surgery and radiation 
demands for the best interest of the patients’ future health, an 
ablation or defunctionation of the ovaries. During this decade the 
importance of the ovary as an organ of internal secretion becomes 
less and less significant until by the middle of the period it need 
searcely be regarded at all, except from a purely sentimental stand- 
point. 

This decade of a woman’s life is the age of hysterectomies and 
for the sake of completeness it is necessary to repeat here our personal 
views regarding the retention of ovaries in operations that require a 
removal of the uterus. These views have been expressed by me in 
the literature so frequently and discussed at such length that only 
ihe following brief statement is required: We do not believe in 
leaving the ovaries in situ in operations where a removal of the 
uterus is necessary. Our reasons for this belief may be summarized 
without further discussion by saying that experience has convinced us 
that ovaries left in situ though possibly diminishing to some extent 
the vasomotor disturbances of the artificial menopause are of no per- 
manent benefit, but on the other hand may be the source of later 
serious complications. 

We may add parenthetically that we also do not believe in those 
mutilating operations, such as are enthusiastically exploited by 
Blair Bell, of Liverpool, that seek to preserve minute portions of the 
ovaries and endometrium so as to maintain some semblance of the 
menstrual function. Such operations in our experience often lead to 
a premature, long-drawn out and distressing menopause, and may 
become associated with serious psychoneurotie states. If menstrua- 
tion is to be preserved, enough tissue should be left to maintain full 
menstrual activity. 

[It remains now to discuss the ovary from the standpoint of gland- 
ular therapeutics. 

Once more it is necessary to emphasize our estimate of the ovary 
as an organ of internal secretion. Be it remembered that we do not 
deny the existence of an ovarian secretion, but we do maintain that 
after the age of full maturity it is devoted chiefly to the function of 
reproduction, and is of comparatively little importance to the general | 
organism in its other capacities. This theory seems to be substantiated 
hy the therapeutic effects of ovarian extracts, for we find by experi- 
ence that the influence exerted by ovarian substance is evident only 
in some relationship with the reproductive mechanism. 

Thus we find that ovarian therapy is valuable in treating the hot 
flushes of the artificial and natural menopause. It has an uncertain 
but nevertheless unequivocal effect on certain dysmenorrheas. The 
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same may be said of its influence in cases of amenorrhea, delayed 
menses, clotting, menstrual headaches, ete. We have in our experience 
an increasing number of cases which seem to prove that it may stimu- 
late fertility. Even at its best the action of ovarian extract is un- 
certain and excepting in occasional brilliant instances rather feeble. 
Outside its specific relationship to the reproductive functions, the influ- 
ence of ovarian substance on the rest of the bodily organism is slight. 
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THE APPLICATION OF METABOLISM STUDIES TO THE FETAL 
AND NEONATAL PERIODS OF LIFE* 
By Battery, M.D., New York, N. Y. 
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C' INSIDERABLE attention by lay organizations and nursing bodies 
has been directed toward prenatal and postnatal care with the 
object of reducing infant mortality. Two-thirds of obstetrie practice 
is in the hands of midwives and doctors untrained in this special 
branch of surgery and the maternity center organizations have done 
a great work in ealling the attention of the publie to the lack of 
scientific care in the treatment of the pregnant and parturient woman. 
Maternal mortality of pregnaney and labor has not been greatly re- 
duced and the upward trend of other branches of modern surgery has 
left this subject behind. Infant mortality from stillbirths and deaths 
in the first month of life is as high as 8.3 per cent (Cragin)! under the 
best conditions as regards obstetric care. In 10,000 cases from the 
Johns Hopkins Clinic? there were 7 per cent of infant deaths from 
the seventh month of pregnancy to two weeks postpartum and at the 
Sloane in the eases collected by Holt and Babbitt* for the same period 
of pregnancy and infant life, it was 7.2 per cent. The stillbirths at 
the Manhattan Maternity Hospital were 3.6 per cent in 14,468 births 
but the figures for the mortality during the first month are not avail- 
able.t| Many of these stillbirths were due to accidents of labor (32 
per cent at the Manhattan Maternity Hospital) or to syphilis or con- 
genital anomalies but a considerable proportion were due to pre- 
maturity. 

Of 389 cases collected by Cragin, of newborn infants dying from the 
hour of birth to the thirteenth day (series of 10,000, 3.89 per cent) 
50.3 per cent were premature and 43.9 per cent had no other known 
abnormality than congenital weakness. Sehwarz and Kohn,’ found 
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from 2 to 5 per cent of all viable births result in children of low birth 
weight and that the mortality from this type of case is ten times that of 
the normal. In their total of 272 cases from the Berwind Maternity 
Clinic, there were 39 deaths during the first week of life or a mortality 
of 14 per cent for this group. 

From these facets it is evident that we have to contend with a tre- 
mendous death rate during the first weeks of life due in a large part 
to prematurity and low birth weight. In addition there is a stillbirth 
incidence of very great moment from this same condition. <A _ pre- 
mature infant is not able to withstand long continued head pressure and 
trauma oeceurring in labor. 

The diagnosis of prematurity is nearly always made on low birth 
weight. When the weight is under 2000 grams, this is a correct 
method. However, in considering children who are under weight one 
should make a careful measurement of the length in order to determine 
more accurately their status, for the mortalitv is always higher in the 
premature as compared with the full term infant that is under weight. 

What are the causes of interruption of pregnaney before term? 
Toxemia must be placed foremost. Pregnaney kidney with associated 
changes in the liver and accompanying disturbances of the maternal 
metabolism lead not infrequently to death of the fetus or to its expul- 
sion from the uterus. Syphilis also has a tendeney to produce mis- 
carriage and premature labor owing to degenerated processes in the 
placenta. These two conditions are controllable to a certain extent 
by properly conducted prenatal care. The toxemia of pregnancy may 
be combated in its early stages by a correction of the metabolie dis- 
turbanees and by relieving the liver and kidneys of further strain, 
hy placing the patient upon a carbohydrate diet. While it is perfectly 
true that a small proportion of eases of toxemia will require the in- 
duetion of labor, considerable experience in private practice shows 
that under proper care this procedure is seldom necessary. 

Syphilis may be treated effectively during pregnaney by injections 
of salvarsan and mereury and a recent report by A. C. Beck® indi- 
eates how successful this treatment is. In a group of 32 syphilitic 
mothers, he was able to treat thoroughly seventeen and these women 
gave birth to fourteen living and apparently nonsyphilitie children. 
These results demonstrate very conclusively the value of antenatal 
treatment. 

There are a certain number of premature births due to anomalies of 
the fetus and a small proportion to faulty implantation of the pla- 
eenta but in the light of our present knowledge they must be con- 
sidered as an irreducible minimum. 

Premature labor is sometimes brought about by poor maternal 
nutrition and by the manual exertions made necessary by the numer- 
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ous duties of the household. At the Manhattan Maternity Hospital 
normal cases are admitted only as they go into labor and as a result 
many of the women spend the last four weeks of their pregnancy 
attending to their regular home duties and under a poor dietary regime. 
In a report in this paper of the birth weights in the feeding experi- 
ments at the Manhattan Maternity Hospital, the 200 babies were taken 
in consecutive order in sets of 50, excluding all prematures, and yet 
there were 66 children or 33 per cent that had a birth weight between 
six and seven pounds. Thirty-six of these babies were male. A birth 
weight below seven pounds is not the ordinary conception of the 
weight of a mature, newborn infant. 

On the Bellevue service where there is a waiting ward, many of the 
women spend the last three weeks in the hospital where they have a 
plentiful food supply and no household eares or worries. It has been 
noticed that they generally go to term and not infrequently pass the 
day of expected labor. 

It is proper here to consider the effectiveness of prenatal care as 
ordinarily furnished by maternity center organizations. All well regu- 
lated maternity hospitals have Social Service Departments with work- 
ers who follow up delinquent patients and urge them to return to the 
hospital for antenatal examinations. Now, however, the prenatal nurse 
partly assumes the duties of a doctor, taking the blood pressure, exam- 
ining the urine and even prescribing to some limited extent. Her 
observations are believed to be quite satisfactory to all concerned and 
the patient’s visits to the antenatal clinic at the hospital are less 
numerous than formerly. 

As a matter of fact at one hospital with which I am connected, if the 
patient applies in the seventh month of her pregnancy, she is advised 
to come back in six weeks and again on the day of her expected labor. 
During the rest of this period, the most important time of her preg- 
nancy, she is in the hands of maternity center nurses. At the time of 
her labor the nurse attends and is of great aid to the doctor. The 
iloctor delivers the patient and does not visit her again until the tenth 
day, all the postpartum eare resting with the nurse. If our object is 
to reduce maternal and infant mortality, this must be looked upon as 
a ridiculous procedure and a step backward toward the nonmedical 
eontrol of the puerpera. 

Returning to the consideration of prematurity, there is a very wide 
field for these maternity center organizations. The majority of pa- 
tients during their last month of pregnancy must cook, serub, wash 
and attend to the many household demands. These patients should be 
aided and the prenatal service should provide a woman of the practical 
nurse type to relieve them of the heavier portions of their work. 
Nursing supervision should be given as regards diet, rest and proper 
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eare of the eliminative functions. When possible the last two weeks of 
pregnancy should be spent in the waiting ward of a hospital. The 
welfare of the prospective mother should be the care of the State and 
where it is necessary a subsidy should be granted to release the patient 
from the arduous tasks during the last month of her pregnancy and 
the first month following her delivery. 


CONSIDERATION OF THE FETAL METABOLISM 


In mammals the transfer of food material from the mother to the 
fetus is largely by osmosis through the placenta. We have the studies 
of Slemons’ and his associates of the chemical blood analysis of the 
mother and of the child at the moment of birth. The nitrogenous 
bodies are found to be in equilibrium or nearly so on each side of the 
placenta, with the exception of the amino acids, which are always 
slightly in excess on the fetal side. The figures are so close, however, 
that the conclusion is forced upon one that the placenta acts as a filter. 

Carbohydrates were studied by the analysis of the blood sugar. In 
nineteen of twenty-four cases there were slightly higher values for 
the mother but in the remaining five, the values were identical. The 
average for the mother in twenty-four cases was 0.132 per cent and for 
the fetus, 0.115 per cent. Slemons had one ease of double ovum twins 
and the average blood sugar of each fetus was determined. In one 
fetus it was 0.099 per cent and the other, 0.096 per cent. The mater- 
nal blood showed a figure of 0.12 per cent which would indicate that 
there is diffusion through these placentae from the higher concentra- 
tion of the mother to the infants. 

We have evidence that the fetus depends upon the supply of glucose 
for its nutrition to a large extent. The analysis of the blood of the 
umbilical vein and artery by Cohnstein and Zuntz* result in a respira- 
tory quotient of 1.0 and 1.6 respectively in two eases, indicating that 
carbohydrate is the source of energy. Bohr® measured the total respi- 
ratory exchange of pregnant guinea pigs before and after clamping the 
umbilical cord and noted the differences which gave a respiratory quo- 
tient for the embryo in the neighborhood of unity (Murlin). In the 
human subject, respiratory quotients in the neighborhood of one were 
found in a number of instances where the newborn was examined 
within a few hours after birth and led to a econelusion that the source 
of energy at this time is the glycogen stored in the liver and tissues of 
the fetus. 

Murlin and I*® found the total fat in the fetal blood to be much 
lower than that of the maternal. However, there seems to be some 
definite relation between the two as a high maternal fat invariably 
leads to high fat percentage in the umbilical vein. Slemons found that 
neither neutral fat nor cholesterol esters pass the placental barrier. 
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Cholesterol, however, does pass through the placenta. Since this sub- 
stance acts as a colloid it cannot pass by diffusion and if its origin is 
not in the tissues of the fetus, which seems unlikely, its passage sug- 
gests some selective activity of the placenta. Attempts by Hoffstrom 
and others to pass stained fat from the maternal to the fetal cireula- 
tion were unsuccessful. We may conclude that the fat of the fetus 
does not come from the mother except as it is formed by the fetus 
from either carbohydrate or protein. 


CONSIDERATION OF THE MATERNAL METABOLISM 


Let us now turn to the metabolism of the mother. Hoffstrém™ in 
one case and Wilson’ in two eases, have shown that there is a very 
considerable retention of nitrogen during the last months of preg- 
naney. The requirements of the fetus are greatly exceeded and in 
Hoffstrém’s ease, the nitrogen retention was 209 grams. For one of 
Wilson’s it was 210.9 and for the other, 284.5 grams. It would appear 
that the mother ends her pregnancy with a considerable gain in nitro- 
gen. This is of great practical importance in arranging dietary 
schemes in the last month of pregnancy. 

Furthermore, Carpenter and Murlin,’! and Hasselbaleh" 
found an increase in the metabolism for pregnant women near 
term. While they make the suggestion that this may be an effort of 
the body to maintain the hydrogen-ion concentration of the blood, 
one may very reasonably come to another conclusion, namely that in 
late pregnancy there is extra heat production somewhat proportional 
to the weight of the fetus. Carpenter and Murlin were able to show 
this by the measurement of the metabolism in three pregnant women 
and later in the puerperal women with their children. The difference 
in metabolism did not vary by 1 per cent in two eases and 7 per cent 
in the third. It is apparent that the higher demands of the newborn 
just compensate for the loss of the oxidation processes in the placenta, 
membranes and cord. 

There is no definite means of knowing exactly how much change 
there is in the metabolism of the infant from fetal to neonatal life but 
it is probably considerable. The difference in its heat dissipation is 
so great that it is reasonable to suppose that its metabolism is placed 
on a much higher level immediately after delivery. Reubner expresses 
the belief that the law of surface area applies to the embryo as well 
as to the newborn and he claims that the average metabolism per 
unit of weight of any newborn animal would be approximately twice 
that of the mother (Murlin). 

We know that the mother in the latter part of her pregnancy has a 
considerable hyperglycemia, very likely for the purpose of supplying 
the infant with sufficient carbohydrate but as Benedict and Talbot? 


596 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


state, ‘‘the oxygen and food are obtained from the blood of the 
mother, and while the fetus may be glycogen-rich, the liver of the 
mother is likewise glycogen-rich, and hence it may be unreasonable 
to expect a specific gaseous metabolism of the embryo in the prenatal 
state.’’ 


PRACTICAL APPLICATION 


Experience shows that the fat of the newborn is laid on largely dur- 
ing the last month of pregnancy. A baby with a considerable fat layer 
has a metabolism perhaps even lower than the premature or the thin 
baby because the fat conserves the heat. At the same time it answers 
for the energy requirements until the milk supply of the mother is 
sufficient. 

We must then find a way of providing the newborn child with the 
proper amount of fat. It happens that there has been experi- 
mental work dealing with this very problem but from another 
angle. In the treatment of pelvic deformity, an attempt has been made 
to cut down the weight of the fetus by limiting the earbohydrates of 
the mother and the Prochownik™ diet does this. On a food supply 
consisting mainly of protein, the weight of the fetus is reduced be- 
cause it is thinner. However, the bony growth remains the same and 
the idea is a failure as regards the treatment of pelvic deformity. We 
may, however, argue inversely, that a carbohydrate diet will increase 
the weight. 

A earbohydrate diet during the last month of pregnancy for the 
mother has proved to be a satisfactory one in combating toxemia. It 
provides the patient with a proper food supply when a small amount of 
fat is added and there is no complaint of the absence of the proteins. 
We may conclude, therefore, that a carbohydrate diet with small 
amounts of fat is a sufficient one for the last four weeks of pregnancy. 
It will reduce the incidence of toxemia and at the same time provide 
the fetus with an ample supply of glucose which is its main energy 
requirement. 


METABOLISM STUDIES OF THE NEWBORN 


Hasselbalch** in 1904 conducted metabolism experiments in children 
in the first hours of life and came to some important conclusions. He 
believes that the metabolism of the normally well nourished fetus con- 
sists of the oxidation of carbohydrates and that the newborn child 
at term has a store of this substance in its organs which is spent in a 
few hours. 

Murlin and I’® made 28 observations on six infants from the age of 
six hours to twelve days and in five instances found the respiratory 
quotient above 0.90. We had for comparison as regards weight, two 
infants, a light baby (6 pounds) and a heavy one (10 pounds, 3 
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ounces) who were examined at the same age in hours during the first 
five days. We came to the conclusion that the energy requirements 
of the newborn could be placed between 1.7 to 2.0 calories per kg. per 
hour or 40 to 48 calories per kg. per twenty-four hours or 25 calories 
per hour per square meter of surface (Table I). (Meeh’s Formula.) 


TABLE I 


SHOWING METABOLISM OF NEWBORN INFANTS (BAILEY AND MURLIN) 


| CAL. PER SQUARE 
WEIGHT, KGM.| AGE HOURS | CAL. PER HOUR |} _— ge — METER AND HOUR 
| | AND HOUR 
W. 2.9 6 1.94 23.67 
B. 4.6 | 6 | 6.724 1.46 20.43 
| 
| | 
W. 2.82 | 31 | 6.255 | 1.94 26.54 
B. 4.49 | 31 | 8.704 2.22 26.87 
W. 2.75 80 | 5.972 | 2.18 25.57 
B. 4.27 | 80 7.101 1.66 22.67 
W. 2.75 104 | 5.252 1.83 21.85 
B. 4.27 | 104 | 7.500 | 1.77 23.47 
W. Average | — 5.782 2.04 24.43 
B. Average | ni | 7.514 1.70 23.36 


senedict and Talbot found the respiratory quotient for 74 infants 
on the first day of life was 0.80. This would represent the combustion 
of one-third carbohydrate and two-thirds fat. On the third day they 
found the average respiratory quotient was 0.73, representing nearly a 
pure fat combustion, (62 infants examined) and on the sixth day there 
was a rise to 0.82 (22 infants examined). It is apparent from these 
results that the energy requirement of the newborn is not fulfilled dur- 
ing the first days of life. They placed the basal energy requirement 
for infants from one and one-half to six days old at 44 ealories per 
kg. of body weight or 12.65 calories per square meter of body surface 
per unit of length. 


PRACTICAL APPLICATION OF METABOLISM STUDIES TO THE NEONATAL PERIOD 


The loss in weight during the first few days of life is partly due to 
the loss of water from the skin and lungs, partly to the passage of 
meconium and urine, but the larger part is due to the combustion 
of fat to provide the energy requirements. The colostrum that is 
present in the breasts for the first few days has a high ealorie value, 
but there is very little of it until the third day. Von Ruess”® in 25 
cases found none on the first day, 54 grams on the second day, 173 
grams on the third day and 263 grams of secretion on the fourth day, 
when true milk may be said to be present. 

In 1912 on the Bellevue service we began efforts to reduce the early 
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loss in weight by feeding a milk formula after every nursing during 
the first three days. This proceeding was moderately successful but 
entailed considerable extra work on the part of the nurses and was 
eventually discontinued. 


AVERAGE OF Firry CoNSsECUTIVE CASES IN Group. (EXCLUDING PREMATURES) 


1. Two-Hour Feedings: Alternate breast and sugar solution every six hours, 1st, 
and 2nd days, then breast nursing every 2 hours. Ten breast feedings. 


Average Birth Weight............-- 3652.2 grams 
Weight 4th day............ 3367.8 —Loss of 284.4 grams 


. Three-Hour Feedings: Alternate breast and sugar solution 1st and 2nd days, 
then breast nursing every 3 hours. Seven breast feedings. 


Average Birth Weight............ ..9634.2 grams 
Weight 4th day......... —Loss of 240.6 grams 


3. Four-Hour Feedings: Breast every 4 hours except night feeding. 2 a. M. feed- 
ing of 5x20 formula. Five breast feedings. 


Average Birth Weight..............3538.8 grams 
‘Weight 4th day............ 3299.8 —Loss of 239.0 grams 
4, Four-Hour Feeding and Formula for Three Days. 
Average Birth Weight............ ..9011.8 grams 
Wergnt 4th Gay. * Loss of 189.6 grams 


5. Three-Hour Feeding and Formula for Three Days. 
(Former report from Bellevue Service) 
Average Loss on 4th day.......... -- 159.0 grams 


Formerly feeding intervals were every two hours or ten breast feed- 
ings in twenty-four hours. Increasing the number of the feedings in 
twenty-four hours does not help the infant because the exposure leads 
to an increased heat production. Many hospitals adopted the three- 
hour feeding routine. This calls for seven feedings in the twenty-four- 
hour period. During the last two years the four-hour feeding has been 
given a trial. The regime at the Manhattan Maternity Hospital is to 
give five breast feedings and one 5 x 20 formula feeding at 2 a.m. The 
infants under the four-hour period of nursing have less exposure and 
there is decidedly less erying and exertion. The mothers are happier 
and gain an eight-hour rest. There is less nipple disturbance and 
breast inflammation. Feeding 5 x 20 formula, 144 ounces supplemen- 
tary feedings on the first three days with the three- and four-hour 
feedings, led to a smaller loss by the fourth day and a return to the 
neighborhood of 100 grams below birth weight by the tenth day. 

A comparison of the figures and chart shows the relative value of 
these different methods. 

In none of the cases was there any disturbance from the supple- 
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mentary feedings. While fulfilling the requirements as regards the 
quantity of calories in the diet, there is still a loss on the fourth day 
of between 5 and 6 ounces and a tenth-day weight that is 3 to 4 ounces 
below the weight of birth. The figures show an improvement over the 
regular methods of feeding and it is my belief that the supplementary 
formula should be generally adopted. It is interesting to see how 
closely the figures of the three- and four-hour intervals of feeding 
parallel each other. The differences on any one day are so slight that 
they may be disregarded. 


The energy requirement of premature infants should be close to that 
of the mature and Litzenberg”! has presented a series of charts show- 
ing that long interval feeding is feasible. It is probable that the 
freedom from disturbances and exposure lowers the heat production 
and in this way counterbalances the gain that should follow two-hour 
nursings. 

Benedict and Talbot cite the importance of conservation of the body 
heat immediately after birth and suggest that the baby be oiled on the 
first day and the bath dispensed with. This is a very important point. 
The custom in some maternities of immediately greasing the baby, thus 
leaving it exposed in a room of ordinary temperature, is a pernicious 
one for in these first moments the heat regulating mechanism of the 
body is imperfect. It would be far better to place each newborn in 
one of the open electric heaters such as are in use for prematures at 
the Manhattan and Bellevue Hospitals. 


It is appropriate here to suggest again that in maternity hospitals 
the newborn be turned over to the pediatrician. Obstetricians have 
been carrying this appalling death rate in the neonatal period with 
little concerted effort toward its reduction and it is time that we 
relinquished it to men better trained in pediatrics. 


CONCLUSIONS 


In order to prevent premature births, the eare of the prospective 
mother must include a reduction of her manual work during the last 
month of pregnancy and the insistence upon a dietary regime com- 
posed largely of carbohydrates. The high death rate in the neonatal 
period must be looked upon as preventable to a certain extent and pro- 
vision of the energy requirement of the newborn is the first step in 
that direction. 
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22 East SIxty-EIGHTH STREET. 


TERATOMATA OF THE OVARY* 
By Mies F. Porter, M.D., F.A.C.S., Fort Wayne, Inp. 


HE word teratoma comes from teras meaning monster and oma, a 
termination meaning tumor. Some of the other names applied to 
tumors of this elass are dermoid, teratoid, embryoid, morular. The 
term dermoid means ‘‘like skin’’ and, therefore, strictly speaking 
should be used to define only those tumors formed by skin inclusions 
and composed only of epiblastic tissue. As a matter of fact no tumor 
composed solely of epiblastie tissue has ever been described. Gen- 
erally speaking, the word dermoid has been used to signify a rather 
large class of eystie ovarian tumors composed of the three embryonal 
layers which are rarely malignant. Bland-Sutton, Hertzler, and 
others, use the word teratoma to indicate a solid tumor made up of the 
same structures as the dermoids but composed of a larger proportion 
of embryonal cells and, for this reason, peculiarly prone to malig- 
nancy. Hurdon says ‘‘teratomata are solid embryomata and are malig- 
nant.’’ The majority of authorities, I think, today accept the classi- 
fication of Eden and Lockyear who divide teratomata of the ovary 
into two classes—eystie (usually ealled dermoids) and solid. This 
classification is also that suggested by Adami, Nicholls, and Ewing. 
Concerning the origin of these tumors, Waldeyer and Wilms hold 
that they are ovigenic; Conheim, that they arise from early ectodermal 
inclusions. Kroémer is satisfied that these tumors are of ovarian origin, 
the cystic element coming from the follicle and the tissue elements 
from the ovule. Douglas, on the other hand, says the whole question 
is hypothetical. We may take either of the positions indicated and be 
sure of being in good company. Certain it is that there are two forms 
of teratoma of the ovary; the one cystic, quite common and little 
prone to malignancy and commonly reported as dermoids; the other 
is rare, solid and frequently malignant. 
It is well here to emphasize the fact that so-called dermoids of the 
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ovary are much more frequently malignant than was formerly supposed 
to be the case. Ewing puts the rate of malignancy at 3 per cent. 
Hoehne says malignancy is more frequent in bilateral dermoids. The 
moot question, as to whether these tumors are congenital or postnatal 
in origin, is not, perhaps, of great practical importance. The writer 
has met with no case of malignant cystic teratoma in an experience 
covering an hundred eases, or more; while he has had one sarcomatous 
teratoma of the solid variety in an experience covering less than a 
score of cases. 

This specimen was removed from an 18 year old virgin; it was en- 
tirely solid, the size of an adult head, pedunculated, without adhesions, 
encapsulated, symptomless, save from its presence, and sprang from 
the right ovary. The operation was done thirty years ago and the 
specimen examined by Drs. McCaskey, McCullough, and myself. At 
first it was regarded as a fibroma, but upon further investigation the 
diagnosis of sarcoma was made and later confirmed in a foreign 
laboratory. 

It is of interest to note that the patient, now the mother of a family, 
is still living and, at last account, in good health. The presence of 
granulation tissue containing foreign body cells in the cyst wall is 
‘evidence of the irritating nature of the semi-solid contents of the 
cysts often found in these tumors. 

The frequency of occurrence of teratomata is placed all the way 
from 4 per cent (Olshausen) to 18 per cent (Martin) of ovarian 
tumors. It is beyond doubt true that many of these tumors have been, 
especially in the past, placed in the category of ordinary cysts of the 
ovary for the reason that frequently they partake largely of the 
character of simple cysts and careful examination is necessary to 
reveal their true nature. 

Concerning the composition and structure of these tumors, it may 
be briefly stated that it varies much, from nails to eyelashes, including 
glands, organs of special sense, genital organs, nerve centers and 
nerves. The identification of rudimentary organs in these tumors, 
usually requires microscopit examination. 

Teratomata, like adenomata, of the ovary are apt to affect both 
ovaries at onee. If one bears this point in mind when a patient pre- 
sents herself to the surgeon with double ovarian tumor, he will at once 
suspect the trouble to be either adenoma or teratoma. Teratoma fre- 
quently so distort the ovaries, that the true ovarian tissues may be 
unrecognizable to the naked eye; and yet, these organs be able to 
perform their full functions. 

Usually, these tumors are of slow growth; but they may grow very 
rapidly. Sutton reports a ease of a seventeen-year-old girl in whom 
a cyst, containing 78 liters of fluid, formed within three years. Un- 
usual rapidity of growth suggests malignancy. Teratoma of the ovary 
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may appear at any age, often in childhood, but most frequently be- 


tween the ages of 30 and 40. The symptoms do not differ from those 
due to other forms of ovarian tumors. 


Concerning the accidents likely to occur to teratomata, it may be 
said that they are more prone to torsion of the pedicle, because of their 
irregularity, asymmetry and size, smaller than ordinary eysts on 
the average, less liable to rupture because of their thicker walls, 
and more liable to malignant change because of the variety of tissue 
cells they contain and because of the irritating nature of the cyst 
contents. 

It is held by some that teratomata are peculiarly offensive to the 
uterus. Their presence is apt to cause abortion and both before and 
after delivery there is said to be great danger of infection. Personally, 
I have seen no eases of abortion due to these tumors and but one 
probable case of twisted pedicle. The patient whose case is herewith 
reported gave birth to a dead child and suffered a mild infection in 
which the tumors may be fairly said to have played a contributory 
part. The ‘‘probable’’ case of twisted pedicle was from a girl ten 
years old upon whom I operated for a supposed appendicitis and 
found instead, a right ovarian cyst, the size of a small orange, with 
a twisted pedicle. The diagnosis of teratomata was based on the 
irregular contour and consistency of the eyst, its size, and the age 
of the patient. There was no minute examination made to determine 
its exact nature. 


Case Report.—Mrs. J. W. W., housewife, age thirty-five, married three years. 
Family history unimportant. Had never been seriously ill prior to present trouble. 
Menstrual history normal, She had noticed that her abdomen was large as long 
ago as ten years, but thought it was ‘‘natural.’’ On May 5th she gave birth to a 
child which the attending physician stated had evidently been dead for some days. 

3efore the birth the doctor diagnosed a right sided ovarian tumor of large dimen- 
sions. Both patient and the doctor thought that she had gone over her time about 
twenty days. After the labor there was a low grade fever, and she had vomited prior 
to coming to the hospital, so that the doctor suspected bowel obstruction. 

On May 10, 5 days after labor, she was brought to the hospital. I found a 
rather tall, well-nourished woman, with an abdomen as large as it should be at 
term, but rather fat and flabby. Fluctuation could be made out over the whole 
abdomen, except the epigastrium and left iliae region. The fluctuating area was 
dull, Aside from the abdominal findings, the examination was negative. No bi- 
manual examination was made. I thought I detected the uterus, as large as a 
cocoanut, to the left. The patient was having some ‘‘ gas pains,’’ the bowels were 
loose, no appetite, lochia normal, temperature 100° F. Diagnosis right ovarian cyst. 

Operation 10 days after arrival at hospital. Through a midline incision a large 
cyst was uncovered, tapped, delivered, the pedicle tied in sections, and removed. 
Examination of the left side revealed another cyst, the size of a cocoanut, of the 
left ovary. This also was removed and the abdomen closed, without drainage, al- 
though many lymph splotches were noted on the peritoneum; there was a little fluid 
in the peritoneal cavity and both cysts were universally adherent by wet-paper ad- 
hesions. The patient’s recovery was tedious and slow with a low grade fever, some 
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tendency to gas pains and abdominal tenderness, especially in the gall bladder 
region. It should be remarked here that the cyst on the right side was plastered to 
the under surface of the liver. There was no tympany. Blood culture revealed a 
paratyphoid infection. 

The patient was finally allowed to go home although she showed an evening rise 
in temperature at times as high as 100°. It should be stated here that the wound 
healed by first intention throughout; but at the end of three weeks, there were a few 
drops of whitish pus from the upper end of the incision. The bulk of the right cyst 
was a clear fluid although there was a considerable quantity of the usual emulsion. 
The fluid contents measured 9 quarts. The solid portion of the tumor consisted of 
teeth, hair, and skin, The left tumor was of the same general character as the right. 


REMARKS 


The operation was not done immediately on the patient’s arrival 
at the hospital because she had not entirely recovered from a rather 
acute illness following her delivery, and because of the fear of an 
infection or other accident; and, it was also thought the tumor would 
interfere with involution. For these reasons it was thought wise to 
operate as above indicated. The outcome of the case to date is satis- 
factory. The question of a possible malignancy, however, leaves a 
fear in my mind that only time can either confirm or remove, for 
through carelessness the specimens were lost before a microscopic 
study of them had been made. 

This case presents the following points which are of more than 
usual interest. The enormous size of the tumors without the patient’s 
knowledge or suspicion that anything serious was wrong with her. 
Complete functioning of the ovaries, including pregnaney occurring 
in the presence of bilateral ovarian teratomata, child carried beyond 
term, born naturally but dead. The development of a paratyphoid 
infection during the puerperium. The time of operation for ovarian 
tumors during pregnancy and during the puerperium. 
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CONGENITAL MALFORMATION OF THE FEMALE GENITALIA 


By J. Reet, M.D., CoLtumsus, 


(From the Department of Surgery and Gynecology, College of Medicine, 
Ohio State University.) 


R EALDUS COLUMBUS in 1752 was first to record a case of congen- 
ital absence of the uterus and vagina. In 1777, Hill reported a 
case with absence of the uterus, tubes, ligaments, and vagina. Burrage 
was the first American author to write on this subject. In 1897 he found 
360 cases of absent uterus recorded by 239 writers. The anatomical find- 
ings were presented in 35 cases, 24 of which were adults, 2 children, 
and the rest were monstrosities with various other malformations. 
Ovaries and tubes presenting a greater or lesser degree of development 
were found in all but six eases. In practically all the patients some 
pretense of vaginal formation was encountered, consisting in most in- 
stances of a blind sae. At the present time there are some 400 cases 
recorded. 

The rarity alone would seem to be sufficient reason for recording 
the study of each case encountered. 


Mrs. M. C., white, aged twenty-two, consulted me on June 9, 1921, complaining of 
amenorrhea and what she and her husband both stated as ‘‘having very un- 
satisfactory sexual intercourse.’’ She has never menstruated or experienced 
any form of vicarious bleeding. Since the age of fourteen years she has had 
periodic pain in the right lower abdomen lasting three or four days, associated 
with a sensitiveness of the breasts. During the past six months these pains 
have increased in severity. This patient experiences libido sexualis but com- 
plains because the introduction of the penis is obstructed about one and one- 
half inches from the vulvar orifice, causing pain. 

Physical examination reveals a young woman of distinctly feminine type. The 
facial expression, hands, feet, hips, waist line, and bust are all decidedly char- 
acteristic of a well-developed young female. The mammary glands are well formed 
with protruding nipples. Pelvic examination shows the external genitalia to be 
normal in every respect. The pudendal hair is fine and ends abruptly in a trans- 
verse line across the lower abdomen. Vaginal examination reveals a small narrow 
blind pouch which admits two fingers with difficulty to the depth of about one 
and one-half inches. The membrane lining this sac is moist and sensitive. No 
cervix or fundus uteri can be palpated either by vaginal or rectal examination. 
Palpation in the tuboovarian regions causes some pain in the right side but no 
masses or irregularities are to be felt. 

The patient was told that she had a congenital malformation which in all 
probability included an absence of the uterus. The periodic pain was attributed 
to a rudimentary misplaced tube which at times experienced the congestion of 
menstruation. Inasmuch as she was capable of libido sexualis we explained to 
her the operation advocated by Baldwin. After discussing the problem with 
her husband, she decided not to undergo the operation for formation of a new 
vagina, but requested an exploration for the purpose of determining and cor- 
recting if possible the cause of her attacks of periodic pain. 
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On June £2, 1921, under ether anesthesia the lower abdomen was opened and 
inspection revealed the pelvis to be clean and smooth, presenting a fold of 
peritoneum reflected from the bladder, with a free margin to either side, extending 
directly across to the lateral walls of the pelvis. Behind this the blind pouch 
ot the vagina could easily be everted for one and one-half inches. The rectum 
was centrally placed, presenting no gross abnormalities. The sigmoid seemed 
to be more lateral than usual with but little mobility. On the left side at the 
brim of the pelvis was found a large elongated ovary firmly attached to the 
peritoneum. There was no evidence of a tube in this region. On the right side 
at the pelvic brim was found a second elongated and enlarged ovary held by a 
very firm and broad attachment to the parietal peritoneum. Behind and fas- 
tened to the under surface of the ovary was a very small rudimentary tube 
measuring 2 cm, in length. The fimbriated extremity was quite well developed. 
In front of the ovary, held by a fold of peritoneum, was a tumor mass 7 em. in 
length and roughly pear-shaped in outline. The lower extremity faded grad- 
ually into the subperitoneal structures near the bladder. This mass and the 
rudimentary tube were removed. Both ovaries were allowed to remain. This 
possibility had been discussed prior to operation and she was advised that un- 
less there were some definite indication for removal, it would be best to permit 
any ovarian tissues found to remain. Examination at the time of opera- 
tion revealed nothing of note except that they both presented evidence of 
physiologie activity characterized by a recent mature graafian follicle in one 
and a rather large corpus luteum could be easily seen directly under the capsule 
of the other. 

The cecum had practically no mobility, being held to the posterior abdominal 
wall by the parietal peritoneum. The appendix for 2 em. at the cecal extremity 
was as wide as the normal ileum. The remainder was tubular and of the aver- 
age dimensions. Several rather strong adhesive bands were present running from 
the appendix to the upper parietal wall of the pelvis. These were separated 
along with the routine appendectomy. 

A general inspection of the remainder of the abdomen failed to reveal any- 
thing of note. The postoperative convalescence was uneventful and the patient 
reports herself at the present time (Jan. 1, 1922) as free from symptoms. 

Gross section of the small tumor removed does not show any pretense of 
cavity formation. It resembles in the gross the structure of a typical fibroid. Un- 
der the microscope the same applies in that the structure comprises a dense 
connective tissue undergoing areas of hyaline degeneration associated with a 
very scant blood supply. In the outer third of a section of this fibrous tissue 
is found a very small tubular structure lined with mucous membrane. The cells 
are cuboid and columnar in type. There is no glandular arrangement found in 
the many sections studied. The presence of this rudimentary cavity lined with 
mucous membrane would seem to substantiate the opinion that this tumor was 
derived from the middle portion of the right miillerian duct. Microscopie section 
of the tube reveals nothing other than an atrophic development of all its coats. 


The exact etiology of congenital maldevelopments of the female 
genitalia is still unsolved. Embryology can explain how the one differs 
from the normal in development but does not attempt a solution of 
why this oceurs. Most authors agree with Kussmaul that the miillerian 
duets in their middle and lower portions fuse to form the uterus and 
upper part of the vagina. The upper portions which remain unfused 
eventually become the fallopian tubes. The ovaries have their origin 
in the genital germinal parenchyma on either side of the wolffian bod- 
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ies, on their vesical surfaces. The external genitalia arise from the 
urogenital sinus, the tubercle and the genital fold. Because of this it 
is possible, and in many instances the condition encountered, to find 
that the external development is normal, while the uterus and fallopian 
tubes or ovaries, or the uterus and the adnexa may be deformed. Such 
was the condition in the patient under discussion. The external gen- 
italia were anatomically perfect while the vagina, uterus, and certain 
of the adnexa presented a marked deformity in development. 

It would seem reasonable to interpret the findings as a total lack of 
development of the left miillerian duct inasmuch as there was no evi- 
dence on that side of its ever having been present. On the right side 
the condition varied in that a rudimentary tube and in addition a 
fibrous tumor mass closely associated to the tube and ovary was found 
which extended downward towards the vagina. This in all probability 
represents the efforts of the duct on this side to follow out its embryo- 
logic progression in the formation of a vagina and uterus. The fact 
that the upper portion of the miillerian duct does not fuse in the nor- 
mal development but serves to form the fallopian tube would seem to 
substantiate the assumption that but one duct ever developed in this 
patient inasmuch as the right side only presented any evidence of its 
ever having been present. 


SUMMARY 


Congenital maldevelopments of the female genitalia are of sufficient 
rarity to warrant a study and report of each case encountered. The 
patient used as a basis for this discussion was a young woman present- 
ing in every respect typical feminine characteristics in external phys- 
cial development while the internal genital tract revealed an absence 
of one tube, the uterus, and vagina. That the rudimentary structures 
on the right side at times endeavored to undergo some menstrual 
change seems logical since she has been entirely free from attacks of 
periodic pain in this region since their removal by operation. Embry- 
ology can explain why certain portions of the generative apparatus 
ean develop into normal proportions but cannot offer at this time a 
solution of the problem concerning the primary etiologic factors enter- 
ing into the causation of the maldevelopments. 
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A METHOD OF KEEPING FALLOPIAN TUBES OPEN 


By Wituiam T. Kennepy, M.D., New York, N. Y. 


INTRODUCTION 


HE insufflation of the fallopian tubes with CO, gas as done by 

Rubin’ has led to the detection of obstructions which produce ste- 
rility. After the diagnosis of occluded tubes has been established and 
there is no evidence of acute or subacute salpingitis, a laparotomy is 
done, adhesions about the fimbriae of the tubes are separated, and a 
resection of either tube is done when necessary. Some material is 
now required to preserve the patency of the tubes. Huber? experimen- 
tally has observed the superiority of aleoholized tissue in nerve surgery. 
For some time I have used Cargile membrane hardened in aleohol for 
at least 48 hours, threading it through the fallopian tubes and the eav- 
ity of the uterus to keep these tubes open both into the uterine cavity 
and into the peritoneal cavity. The membrane is flexible and strong, 
nonirritating to the contact tissues and is slowly absorbed, giving all 
raw surfaces time to heal and allowing this part of the genital tract 
to remain patent. 


TECHNIC 


The accompanying diagram (Fig. 1) illustrates the apparatus used 
and the method of procedure. 


Fig. 1.—A, silver probe—length about 10 cm.; diameter .75 mm. to 1.00 mm., having a 
bristle about .45 mm. in diameter mounted in one end. B, cannula—to attach a Luer hypo- 
dermic syringe at one end and a hollow probe C at the other. C, hollow silver probe—length 
about 25 cm., diameter the same as 4. D, strand of piano wire—about 3 cm. longer than 
C, looped at one end to serve as a membrane carrier. E, strip of Cargile membrane about 
40 cm. long and 3 cm. wide. F, Fallopian tubes. U, uterus. O, ovary. R, round ligament. 
T, point of attachment of one end of the membrane. S, plastic sutures to anastomose the 
excised ends after a_ resection. 
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The Probe A is passed down the fallopian canal. The bristle enters first the 
isthmus of the tube, then the uterine cavity, directs the probe and makes the canal 
large enough to allow the passage of Probe C. Probe A is now removed and used 
to treat the other tube in the same manner. If there are any signs of an old in- 
flammatory process each fallopian tube can be slowly irrigated from the fimbria 
into the uterine cavity with alcohol, using the Luer syringe attached to B and C. 
If for any reason the resection of a part of either tube is found necessary, that 
should now be done. Then thread Probe C through one fallopian tube, the cavity 
of the uterus, and the other fallopian tube as illustrated. Insert and tie all 
plastic sutures, S with C in position, to eliminate any possible obliteration of the 
eanal. Now insert D into C and thread FE on the wire loop, withdraw C, D and 
E together and leave the membrane through this part of the genital tract. Thread 
one end of the membrane on a round needle, pass it through the portion of the 
broad ligament at T and ligate it. Fasten the other end in the same manner to 
the other broad ligament at 7. This will leave a loop of the membrane in the peri- 
toneal cavity at each side to accommodate a possible pregnancy before the mem- 
brane becomes absorbed. 


All eases diagnosed as acute or subacute salpingitis must wait at 
least six months and the treatment of any such cases not suspected on 
diagnosing, but so found by laparotomy, must be postponed. The pro- 
cedure takes from 10 to 30 minutes. Accessory, malposition and other 
pathological conditions are treated when indicated. 
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IS CONSERVATIVE OBSTETRICS TO BE ABANDONED? 
By W. C. Danrortu, B.S., M.D., F.A.C.S., Evanston, IL. 


HE past three or four years have brought forth a number of new 

ideas in the way of routine delivery of normal or approximately 
normal eases. The parturient woman is entitled to and should receive 
all amelioration of suffering which may safely be given her, that is, 
without endangering her or her child. Efforts to diminish the dura- 
tion and suffering of labor are commendable, provided they genuinely 
accomplish the objects sought for, and provided, also, that operative 
measures which are made use of in the effort to accomplish this end, 
are carried out by men of sufficient technical skill and of judgment 
sufficiently mature that the operation itself does not become a menace. 

It may well be questioned whether the routine teaching of operative 
measures which are to be employed generally to classes of students is 
wise. Indeed it is a grave question whether the teaching of such 
methods to the profession as a whole is justified. In such teaching 
must be included the description of methods in widely circulated peri- 
odiecals. Such publication must necessarily indicate the reeommenda- 
tion of the author for the procedure and the caution, often added, that 
certain operative procedures are for the experienced operator only, does 
but little good, for there are not wanting in every community of any 
size, men who do not hesitate to attempt any operative maneuver, 
obstetrie or otherwise, with a minimum of preparation or with none 
whatever. 

At a recent meeting, the able director of a well-known clinic in an 
eastern city presented some interesting statistics pertaining to a series 
of 1000 ward eases delivered in that clinic, demonstrating very well the 
results of an expectant plan of treatment, seconded, when definite indi- 
cations existed, by expert operative intervention. The results, as in- 
dicated by fetal mortality, maternal mortality and morbidity, and 
showing a low incidence of operative intervention were excellent. The 
essayist, however, stated that in dealing with his private work the 
operative incidence ran higher. This, of course, is the experience of 
every obstetrie specialist, as his practice tends to include a greater 
number of eases in which intervention of some sort is unavoidable. 

It is with the desire of showing that, in a series of cases which in- 
eludes a considerable number of private patients, expectant methods 
not only are possible, but will yield good results, that this series is 
reported. 

It ineludes first my own private work composed of cases largely 
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coming from a district containing probably as large a proportion of 
people of comfortable means as any residential section anywhere, and 
a very fair number of families, the female members of which have been 
accustomed to every luxury that ample means may procure, in short, 
the class of women among whom it is said that revolt against the nor- 
mal processes of labor exists. Among the number, too, are a consider- 
able number of cases who come, as they come to all men who specialize, 
because of trouble in a previous labor, or who are sent by their physi- 
cians because of anticipated pathology. A number of these had come 
long distances for some of the reasons named. It includes the cases of 
the junior attending man and also of a number of other members of 
the hospital staff who all follow our definitely established technie and 
who are usually prompt to call assistance in case of grave pathology. 
It ineludes also a modest number of ward cases which were delivered 
by internes under the supervision of the junior attending man. These 
were less than 20 per cent of the whole number. 

The eases number 500,—multiparae 283 and primiparae 217. Our 
eases are drawn as indicated above from a neighborhood in which mal- 
nutrition is rare and the women are largely of native extraction, hence 
pelvic deformity is uncommon. There was one case of generally con- 
tracted and five of simple flat pevis. 

Cephalic presentation occurred as follows: L. O. A. 330—66 per 
cent; R. O. P. 65—13 per cent; R. O. A. 40—8 per cent; L. O. P. 1.7 
per cent; and Face 1—0.2 per cent. 

Posterior positions were treated expectantly and the greater num- 
ber of them rotated anteriorly without interference. The remainder 
were delivered by operative means. 

Abnormal presentations ineluded the following: Breech 28; Prolapse 
of arm 1; and Prolapse of cord 4. 

The incidence of operative intervention ineluded 12 high, 25 mid 
and 61 low forceps, a total of 98, or 19.6 per cent. 

Version was done 9 times, breech extraction 18, cesarean section 8, 
induction of labor by bag 19; and the uterus packed 9 times. 

The incidence of operation in this series is larger than in the report 
alluded to above, but a series containing a large proportion of private 
patients must contain more eases needing intervention of some sort 
than one composed purely of clinie cases. What I desire to bring out 
is, that private patients will go through normal labor without a de- 
mand for routine shortening of the normal processes-of parturition by 
operative methods. The low forceps deliveries were done after a rea- 
sonable delay on the perineum, and in estimating what is reasonable, 
we are accustomed to give the mother the benefit of the doubt and to 
interfere after a short time if progress is not continuing. We auscul- 
tate the heart tones frequently as the head nears the perineum, using 
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the head stethoscope of Hillis, interfering at once if notable slowing in 
the fetal heart rate is apparent. Cragin reported a series of 500 pri- 
vate cases in which the frequency of forceps was 22.6 per cent. This 
is about the same frequency as we note in this series. Cragin also re- 
ported an incidence of forceps of 12.3 per cent in 20,000 cases in the 
Sloane Hospital. 


I am strongly in favor of episiotomy in primiparae, should laceration 
appear likely, and believe that spontaneous delivery will occur if it is 
used in some cases which without it would require application of for- 
eeps. I believe, also, that if this is done, it should be done before the 
perineum is greatly stretched in order to avoid damage to the perineal 
structures. It has seemed to me that a better ultimate result is ob- 
tained when one repairs a clean incision through structures, the integ- 
rity of which has not been impaired by too great stretching and pos- 
sible submucous separation than by allowing either a laceration or 
submucous injury to occur. Inspection of a large number of these, 
six to eight weeks after labor has shown that satisfactory results are 
obtained. 


Version has been used only on definite indication, in this series for 
prolapsed cord three times, placenta previa twice, and for a compound 
presentation, with one arm prolapsed, once. 


While admitting the skill in the performance of version which is 
possessed by the foremost advocate of its elective use and admitting 
also the elaboration of its technie which has resulted from his work, we 
cannot agree with the indications for which he does this operation. 
Our own corrected fetal mortality in labor of 1.4 per cent with expec- 
tant methods supplemented by operative intervention when indicated, 
as compared with a rate of 7.5 per cent with routine elective version 
will speak for the correctness of this view. One of the followers of 
the originator of the method of elective version publishes fetal mortal- 
ity rates of 8 per cent to 17.5 per cent. Surely this is too high a price to 
pay for a little shortening of the normal course of labor, particularly 
when the pain of thé second stage can be so greatly mitigated as is pos- 
sible today. Some of the cases in the report last referred to were deliv- 
ered by beginners. A high degree of operative skill cannot be expected 
when that is the case. However, one may not unreasonably argue from 
that fact that operative work should be taught only to those who have 
attained proficiency in normal work. 

Our use of the bag practically is limited to induction of labor for 
toxemia and for placenta previa. For induction of labor in eases other 
than these, castor oil and quinine with digital loosening of the mem- 
branes is used, and even in the milder degrees of toxemia, where need 
for haste is not so apparent, it is first tried. It is very rarely used 
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for the treatment of contracted pelvis, and in this year’s work, has not 
been so used at all. 

My experience with the bag corresponds with that of some other ob- 
servers. I have not found that it will always accomplish the result we 
desire. Many of us have introduced bags, only to find that after the 
expulsion of the bag labor ceases. I saw in consultation one case this 
year, a para 3, in which three bags had been used in a mild ease of tox- 
emia, labor ceasing on the expulsion of each bag. It was advised to 
let the woman alone as the toxemia was not alarming. Two days later 
she delivered herself precipitately. It must, of course, be admitted, 
that in reserving the bag for those eases which have proved refractory 
to less vigorous measures, causes it to be applied in those which are 
hardest to bring into labor, hence we have a larger proportion of un- 
satisfactory results than in services in which it is more routinely used. 
We cannot fail to recognize the danger of infection which accom- 
panies the use of hydrostatic bags. Even though this, in well run 
institutions and with a proper technic, may be greatly reduced, still 
the introduction and retention of the bag within the uterus must 
carry with it some slight risk of infection. I have been asked to see 
two cases in which intrapartum rise of temperature had followed the 
introduction of in one case two, and in another, three bags. 

Cesarean section was done more frequently than would be the case 
in a series composed of clinie cases exclusively. This is because of the 
number of women coming in with the history of a former disastrous 
labor, or who were sent by their physicians because of fear of possible 


complications. The indications shown in Table I were present in our 


series. 
TABLE I 
Flat pelvis,—previous child lost—test of labor 2 
Primiparity at 43 with toxemia—rigid cervix 2 
Flat pelvis, (prior section in Europe) 1 
Flat pelvis,—primipara,—test of labor 1 
Flat pelvis,—transverse position,—primipara—no test of labor Z 
yenerally contracted pelvis,—previous pubiotomy 1 


We have tried to limit abdominal section to those cases in which rea- 
sonable indication existed. It was adopted in the eases of the elderly 
primiparae because it seemed likely that labor would be difficult, and 
because the mothers were extremely desirous of saving the babies, 
as they represented probably their only chances for children. The 
indication is, of course, relative, but, I believe, fair. The constantly 
widening indications which are being invoked for the employment of 
this operation should be carefully scrutinized, even though we admit 
the great value of the operation in properly selected cases. In the 
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lesser degrees of pelvie contraction, the high percentage of cases in 
which spontaneous delivery occurs, or in which delivery may finally be 
accomplished by simple low forceps, has caused us to be slow to adopt 
this mode of delivery without a preliminary trial of labor, which often 
demonstrates the lack of need of section. In addition to the cases of 
flat pelvis shown in Table I as sectioned after a trial of labor there 
were a larger number in whom the possibility of operation was con- 
sidered, but which delivered either spontaneously or with the aid of 
foreeps. In one ease, in which the possibility of section was considered, 
labor was allowed to proceed with the idea of terminating if necessary 
after a thorough trial of labor by a low section. The head however 
after some time engaged and the labor was ended by forceps. The 
child did not do well and died in 48 hours. Autopsy showed no eranial 
injury whatever but that atelectasis was the cause of death. It is a 
question whether, had early section been done, the child would not 
have been lost from the same cause. We employ section but rarely in 
placenta previa and have not treated a case by section in the past four 
or five years. It is not excluded and would be considered in a per- 
fectly clean case, with undilated cervix, with a central previa and 
preferably in a primipara. Such cases are, however, rare. 

Complications of pregnancy included: toxemia 11; cardiae disease 
1; placenta previa 5; placenta ablata 2; hydramnion 8; and prolapse of 
eord 6. 

Excluding 5 premature babies and considering those delivered at or 
near term the fetal mortality is as follows: dead at delivery 10; dead 
after delivery 8; hemorrhage 2; malformation 3 including one each of 
aneneephalus, spina bifida, and cleft palate harelip. 

The smallest child which we were successful in saving weighed just 
over three pounds at birth, the weight declining to two pounds, four- 
teen ounces. For co-operation in cases of this sort, in case of hemor- 
rhage of the newborn, and in fact in all matters pertaining to the 
babies, I am under obligation to the attending pediatrician and his 
associates, who assume entire charge of them. 

The difference in mortality rate between that which I have just given 
and those obtained by elective version are sufficiently striking. Let 
me emphasize again that immediate intervention in the second stage 
is done when auscultation indicates any fetal danger. Furthermore, 
the mother is never allowed indefinitely to exhaust herself at this time 
in the absence of definite progress. 

Complications affecting the mothers. Rupture of uterus, 1; post- 
partum hemorrhage, 11; suppurative mastitis, 1; infection, 1; embolism, 
1; deaths, 2. 

Of the two deaths, that charged to embolism was unavoidable. The 
woman bled moderately severely, the uterus was packed at once by 
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the junior attending man who was her attendant, but she became 
promptly cyanotic although the pulse rate did not go over 100. She 
died in an hour. In reviewing this case later I could not see that 
anything had been overlooked which should have been done. There 
was no autopsy. The other death followed a version done in a case 
of placenta previa by an interne before the arrival of the junior 
attending man. The rupture was not detected by an intrauterine re- 
vision of the field after the operation and its presence was not sus- 
pected until too late. Autopsy showed a tear upward on the right 
side in the region of the broad ligament with retroperitoneal bleed- 
ing. It is fair to ask ourselves whether this case should not have 
been saved. 


Our mortality from all causes up to the end of labor was 2 per cent. 
Of children born dead at term there were 10. Of these one was a 
ease of toxemia in which the child was dead at the onset of labor and 
one was the child of a woman with a flat pelvis, admitted after many 
hours of labor, with the cord and one arm prolapsed and the child 
already dead. This case was treated by craniotomy. Eight, therefore, 
were living at the onset of labor and died during or immediately after 
labor. One of these was an anencephalus; one died immediately after 
delivery in a case of placenta previa treated by metreurysis and ver- 
sion, one of asphyxiation caused by the cord being around the neck and 
one arm, one following a high forceps delivery and three were breech 
cases, two complicated by prolapse of the cord. Two of these were 
service cases and three were patients of physicians not especially 
interested in obstetrics. Concerning three of these cases, the high 
foreeps and the breech cases not complicated by cord prolapse and 
the baby lost by asphyxiation due to the cord being around the neck 
and arm, we may inquire whether better obstetrics might not have 
saved one or two of the babies. 

There were eleven premature babies, reckoning all born before 
the beginning of the ninth month as premature. Of these four were 
saved and the remainder lost. Five of the seven which were lost were 
less than seven months. 

Of babies born alive but dying before the mother’s discharge, there 
were eight. One of these was the smaller one of a pair of twins, the 
other twin surviving. One was a child referred to above which died 
of atelectasis as shown by autopsy. Another died of atelectasis two 
days after delivery, no autopsy. One was a spina bifida which lived 
one day. Another was a child which lived thirty-six hours after a 
normal delivery, but was constantly cyanotic. Autopsy showed an 
unusually large opening in the interventricular septum which had 
failed to close. Another was a child delivered by breech extraction in 
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a primiparous labor. This child lived 24 hours and died, probably of 
cerebral injury. No autopsy was obtained. 

The total number of deaths, therefore, was 18. This includes all 
deaths up ‘to the time of the mother’s discharge and gives a total 
infant mortality of 3.06 per cent. Obviously we cannot be charged 
with the loss of the child which was dead at the time-its parturient 
mother was admitted nor with the loss of the anencephalic child as 
neither of these was lost as a result of our obstetric errors. Allowing 
for these gives a corrected fetal mortality in labor of 1.4 per cent. We 
may ask ourselves whether some of these could not have been saved. 

Of those dying before the mother’s discharge, it seems fair to 
assume that neither the spina bifida nor the loss of the tiny twin could 
be ascribed to technical errors. The loss of the child with the patent 
ductus botalli could also not be ascribed to lack of skill on the part of 
the physician. The corrected mortality for this group would be 1 per 
cent, or a total corrected mortality previous to discharge of 2.4 per 
cent. In estimating these mortalities I have not included premature 
babies, as the loss of these infants is as a rule not fairly chargeable 
against obstetric errors. 

The results of a series of 167 cases under my own care, almost all 
of which form part of the large series discussed already, are as fol- 
lows: L. O. A., 122; R. O. P., 28; O. D. A., 2; L. O. P., 4; breech, 3. 
Operative incidence in this series is as follows: Low forceps, 33; mid 
forceps, 7; high forceps, 5; version, 1; cesarean section, 6. 

There were four premature deliveries counting those prior to the 
end of the eighth month as premature. Of these three were less than 
seven months and were lost. Two of these were dead on admission, 
one on account of a severe toxemia and another following a separation 
of the placenta in a woman who had a chronic nephritis. The fourth 
one was a baby of a little over seven months which lived. 

There were no maternal deaths. Of fetal deaths during or immedi- 
ately following labor at term there were two, one due to asphyxia 
caused by the cord being around the neck and one arm, and one ease in 
which the child died about half an hour after delivery in a ease of pla- 
centa previa treated by version. This was a referred case, considerable 
bleeding having occurred before the case arrived in the hospital. 

One death occurred forty-eight hours after labor, this being the 
one alluded to before in which death was the result of atalectasis as 
shown by autopsy, the child having been delivered by forceps in a 
ease of flat pelvis. 

The total fetal mortality at term from all causes in this series is 3, 
a percentage of 1.79 per cent from all causes up to the time of dis- 
charge. This of course represents results attained by rigid prenatal 
observation with immediate meeting of any indication disclosed by 
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observation and immediate admission to the hospital and constant 
observation after the onset of labor. Forceps incidence in this series 
is 26.9 per cent, considerably higher than the percentage for the 
entire year’s work in the maternity, but this smaller series contains 
a very much larger number of women who had had previous difficult 
labors or who were referred because of complications present or feared. 

It has been interesting to note, as indicating the comparative re- 
sults of hospital obstetrics as compared with that carried out in homes, 
the difference in the fetal mortality in the large series reported in this 
paper and that reported for the Municipality of Evanston. The latter 
was almost 50 per cent greater. When one considers that this 
district contains only a very small number of midwives, that the 
general average of the medical practitioners is above that found in 
most areas of Chieago or indeed any large city which would corres- 
pond in size to the district considered here, and finally that the 
figures above considered as well as all deaths reported from a neigh- 
boring hospital within the town are reckoned into the report of mor- 
tality from the whole town, it would seem a striking argument in favor 
of the safety of carefully conducted institutional work. 

This comparison becomes more striking if one considers that our 
hospital series contains many eases from the northern part of Chicago 
and elsewhere, a considerable portion of which had come because of 
former abnormality or fear of complications. 

The safety of institutional methods, however, it seems fair to con- 
clude, depends very largely upon the judgment and skill of those who 
determine them. We believe that a watchful conservatism, allowing 
the forces of Nature to accomplish delivery if possible, with careful 
operative interference at once upon proper indication, still remains 
the safest standard of obstetric practice. 
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A DEVICE FOR ASEPTIC INTRAUTERINE MANIPULATIONS* 


By F. C. Henpricxson, M.D., Cincinnati, OHIO 


ik maintenance of asepsis during intravaginal or intrauterine 

manipulations in the pregnant woman has always been difficult, 
if not impossible, and many methods and devices! have been designed 
to maintain asepsis. The writer has developed an apparatus and a 
method which he believes makes possible an almost perfect asepsis in 
performing any of the ordinary obstetrical manipulations except the 
cutting operations. This means that when the writer’s device is used 
there need be no fear of infecting a parturient woman such as by a 
manual removal of adherent placenta, even though the woman should 
have a suppurating bartholinitis. 


Fic. 2. 


The fact that the device really works and is convenient to use in 
practice was demonstrated by its use in fifty obstetrical cases in the 
Cincinnati General Hospital. Besides the routine vaginal examination, 
some of the operations in which the device has been used are as fol 
lows: high forceps delivery, insertion of the Braun bag into the vagina, 
inspection and repair of the lacerated cervix following delivery, po- 
dalie version and extraction, manual dilatation of the cervix, and dig- 
ital removal of products of conception following incomplete abortion. 

The apparatus consists of two parts, namely, a ‘‘ vulvar shield’? (Fig. 1) which 
is a cylinder of cambrie rubber sheeting with loops attached, and a ‘*‘shield 


1Kuhn: Am, J. Osst. & Gyn., 1921, 721. 
*Received for publication, January 25, 1922. 
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everter’’ (Fig. 2) made of two pieces of nickel-plated brass tubing with thumb 
pieces. 

The technic for using the device is as follows: sterilization is first accomplished 
by autoclaving the shield and by boiling the shield everter. The parts are then 
ready to be assembled by the nurse, who works with sterile gloves. The rubber 


side of the shield is turned outward and is lubricated with a sterilized solution 
made up with soft soap (U. S. P.) 2 ounces, in 4 ounces of water. The shield is 
then tightly folded and inserted into the inner tube as illustrated in Fig. 3. The 


outer tube is now slipped over the inner tube so that the two tubes occupy the 
relative positions shown in Fig. 4. 
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When ready to examine the patient the accoucheur should take the device as 
assembled and proceed as follows: the barrel of the shield everter is lubricated 
with the soap emulsion. The cuff of the protruding shield is turned down over the 
end of the shield everter and the loops and handles are grasped as shown in Fig. 
4. The cuff of the shield is inserted just into the introitus of the vagina. About 
three pounds steady traction are applied on the loops of the shield and at the 
same time an in-and-out piston-like motion is imparted to the inner tube, the ex- 
eursions of which should be about 1%4 inch. With each excursion of the inner tube 
the shield is pushed a little way into the vagina. 

It will be seen that the shield is fed into the vagina in such a way that there 
is no sliding motion along the walls of the vagina, but that the shield rolls from 
within outward and therefore absolutely avoids the transference of bacteria from 
the vaginal walls up to the uterus. Herein lies the fundamental idea of the device. 
Each part of the shield is protected in its upward passage until it is everted out 
against the vaginal wall where it is to stay permanently, neither sliding up nor 
down. The instrument is now withdrawn, leaving the shield in the vagina. 

After thorough lubrication with the soap solution the hand, or any instrument, 
may be easily introduced through the shield into the uterus without having come in 
contact with the external genitalia or with the walls of the vagina. This ab- 
solutely rules out the possibility of transference of any infectious material that 
might come from the genital tract lying below the cervix. The examining fingers 
pass safely up through the shield regardless of the number of ‘bacteria on the 
external genitalia, 

If it is desired merely to examine the woman digitally, the two fingers are 
introduced through the shield up to the cervix uteri and then the shield is drawn out 
of the vagina up over the forearm (Fig. 5) leaving the examining fingers un- 
hampered in their manipulations. It is to be noted that in cases of manual re- 
moval of placenta or in podalic version and extraction that the shield is removed 
before the extraction of the placenta or the baby. After the application of the 
blades in a forceps operation, the shield is withdrawn over the handles of the 
forceps and laid aside. In the same manner the shield may be removed after the 
aseptic application of a sterile speculum, 

In every instance where the device has been used it has worked perfectly just 
as described. It is not adapted to low forceps operations though it works well 
with high forceps. Neither is it adapted to any of the cutting operations such 
as vaginal hysterotomy, curettage, etc. Strangely enough it has been found that 
the shield facilitates passing the hand into a small vagina. The reason for this is 


that the labia are prevented from rolling inward by traction on the loops of the 
shield. 


It is the writer’s belief that the device should be used routinely in 
practically all obstetrical manipulations, and especially in the manual 
removal of placenta and in the routine vaginal examination. It is a 
safe and convenient expedient in preliminary vaginal examinations 
where the pubic hair has not been shaved and in cases of suppurative 
bartholinitis. Furthermore, it would seem that the practice of vaginal 
examination through the shield should to a large extent supplant the 
practice of rectal touch as used so commonly at the present time. 


CINCINNATI GENERAL HOSPITAL. 
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TREATMENT OF CARDIAC FAILURE DURING PREGNANCY* 
Haroup E. B. Parper, M.D., New York, N. Y. 


| DESIRE at the outset to make a distinction between the importance 
of cardiac disease during pregnancy and of ecardiae failure during 
pregnancy and to explain exactly what I wish to have understood by 
the term cardiac failure. Evident cardiac disease with loud murmurs 
may be present without any sign of cardiac failure. Mitral regurgita- 
tion, or mitral stenosis, or aortic regurgitation or combinations of these 
may exist and yet the patient may not be conscious even after ordi- 
nary exercise of any abnormality of the heart. Such a person has 
cardiac disease but not cardiac failure. On the other hand even a 
normal person will suffer, from breathlessness or palpitation after 
exercise, if only the exercise is sufficiently strenuous or prolonged. 
This breathlessness is due to a eardiae failure which might be called 
physiologic. Pathologie failure is present when these symptoms make 
their appearance after exertions which the person was formerly able 
to undertake without causing them, and it is this degree of cardiae 
failure which concerns us at present. 

One will realize readily that there will be many grades of cardiac 
failure. The mildest sort is shown by the patient who complains of 
an unusual breathlessness after climbing two or more flights of stairs, 
and the most severe sort by a patient in whom even the exertion of 
turning over in bed causes palpitation and shortness of breath. 

When considering cardiac failure during pregnancy we must bear 
in mind that a normal woman who becomes pregnant will find her 
ability to exercise without causing dyspnea and palpitation is less 
than it was in her nonpregnant state. Such a degree of cardiae fail- 
ure during pregnancy is physiologic and not abnormal. There are 
also many women otherwise normal, who develop more or less edema 
of the legs during pregnancy because of pressure upon the veins by 
the pregnant uterus, so that if a patient with heart disease shows a 
slight limitation of her ability to exercise during pregnancy, and 
perhaps also a certain amount of edema of the legs we must not feel 
that these signs are a cause of alarm. 

There is a long standing tradition in medicine, supported by even 
so high an authority as Sir James Mackenzie, that mitral stenosis is 


*Read before the Section on Obstetrics and Gynecology of the New York Academy ot 
Medicine, January 24, 1922. 

The observations upon which these statements are based were made at the New York 
Lying-In Hospital through the kindness of Dr. Asa B. Davis. The author wishes to thank 
Dr. Davis and the others of the attending staff for their cocperation and their interest in 
the work. 
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a most serious lesion for the pregnant woman. This has not been my » 
experience at all, for though some patients with mitral stenosis have 
been the cause of much trouble and anxiety, yet others have 
gone through with no untoward event, their hearts behaving quite as 
if there were no cardiac disease at all. I believe that the reason for 
this impression of the seriousness of mitral stenosis is, that there are 
twice as many patients with mitral stenosis as with aortic disease. 
It would be reasonable then to have twice as much trouble from the 
former patients as from the latter if the lesions were of equal gravity. 
As a matter of fact 4 of the 8 uncomplicated aortie cases which I have 
observed have had serious heart failure, while only 4 of 17 un- 
complicated mitral stenosis cases had serious heart failure. Certainly 
from this experience mitral stenosis does not seem to be as dangerous 
as aortie regurgitation. 

When a pregnant woman presents herself with evident signs of 
cardiae disease, we are less concerned with the nature of the disease 
than with the finding of symptoms or signs of cardiac failure, and 
with a determination of the severity of these symptoms or signs. This 
question of the fitness for pregnancy is a difficult one of itself and is . 
being dealt with elsewhere. The subject I wish to emphasize at pres- 
ent is the treatment of those patients who show signs or symptoms 
of cardiac failure. 

Two factors are of prime importance in the treatment of such a 
woman, and their importance is almost equal though in a quite differ- 
ent way. One is the degree or the relative severity of the patient’s 
eardiae failure, while the other is whether we first see the patient 
before or after labor has set in. 


SEVERE FAILURE DURING LABOR 


The most dangerous situation is that of severe cardiac failure 
which has come on during labor. The patient may have had much 
shortness of breath on exertion during her pregnancy or she may have 
had but little. The important thing is that during labor it has been 
noticed and has become steadily more severe. The pulse is rapid, w 
120 or more per minute, and there may be a marked sense of suffoca- 
tion with eyanosis and the coughing up of a pinkish frothy mucus. 
The patient is unable to lie down because of the dyspnea. The lungs 
show diffuse rales and the veins of the neck are much distended. This 
is the extreme picture of severe decompensation with edema of the 
lungs and shows that the heart has been severely overtaxed by the 
strain of labor. It is an acute decompensation or at least an acute 
exacerbation of one of lesser grade, and since the strain of labor was 
the provocation, the indication for treatment is an imperative one to 
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do away with this strain and at the same time to treat the acute 
cardiac failure. 

A hypodermic of morphine sulphate 4 grain along with atropine 
sulphate 4% grain helps these patients greatly, so does phlebotomy, 
if the neck veins are markedly distended, withdrawing enough blood 
to relieve the distention. From 6 to 8 or 10 ounces will usually 
suffice. If the patient has not had digitalis previously she should 
receive digitoxin intravenously in a single dose of %» of a grain, 
which should not be repeated as it is half of the average therapeutic 
dose. If digitalis has been given previously we cannot give an intra- 
venous dose without knowing exactly how much the patient has re- 
ceived. 

If the morphine stops the labor temporarily so much the better.— 
for the patient and the patient’s heart will have a temporary rest. 
Operative interference at such a juncture is a very bad risk, but if 
labor continues, or starts up again and there is no indication that the 
treatment has helped the heart to regain control of the circulation, 
then the uterus should be emptied as quickly and with as little manip- 
ulation of the mother as possible. I feel that abdominal section is 
the best method if the head is high and a forceps extraction if it is in 
a low position. Do not move the patient from her home to a hospital 
without bearing in mind that the strain of the removal on a heart in this 
precarious state of compensation may be the deciding factor against 
her recovery. I would object to version because of the shock which 
accompanies intrauterine manipulations, and to vaginal section be- 
cause it is a slower process and accompanied by more trauma to the 
patient than is the abdominal operation. It seems to me necessary to 
consider the effect of operative manipulations on the mother. 

I believe that ether preceded by a small amount of chloroform is 
a better anesthetic than gas and oxygen because of the strain on the 
heart. I have seen an attack of acute decompensation brought on by 
the giving of gas to lance an infected finger, the patient being in the 
sixth month at the time and later going through a labor which was 
accelerated by version and rapid extraction of the child, without show- 
ing signs of more than slight embarrassment of the heart. 


SEVERE FAILURE DURING PREGNANCY 


Patients may have a severe acute decompensation during pregnancy 
at any time after the second or third month, because of excessive 
physical activity, either prolonged or of an acute nature. I have 
known sexual intercourse to cause this in several cases. Treatment 
of these patients is in no respect different from that described above 
except that if other measures fail to diminish the cyanosis, inhalations 
of oxygen are indicated. The reduction of cyanosis must be of great 
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benefit to the heart muscle, for this likewise suffers from lack of 
oxygen.® The heart can often be observed to slow down when the cyano- 
sis is diminished. Oxygen must be given from a closed inhaler or by 
nasal tube for at least 10- or 15-minute periods or more to be sure of 
producing its full effect. The pulmonary edema makes it difficult to 
get the gas into contact with the pulmonary capillaries. The objection 
to giving it to a case in labor is that it may, by preventing sleep, keep 
the morphine from checking the labor and giving the heart a much 
needed rest. 

Operative interference of any sort is extremely dangerous when 
the heart is severely decompensated even when the patient is not in 
labor and therefore should not be undertaken unless there are indi- 
cations that the compensation will fail still further, and that the 
patient is not reacting to treatment. If it is considered imperative for 
either of these reasons, then I feel that abdominal section is the oper- 
ation of choice for the reasons which have been already mentioned. 

When the patient has regained her compensation—and it is our 
experience that they always have done so from the first attack, though 
not always from a later one—then it is advisable to consider very eare- 
fully whether the pregnancy should be allowed to proceed to term. 
The question to be faced is how much chance we shall take with the 
mother’s life in order that this child shall be borne. How important is 
it that she should have this child? 

In some eases pregnancy will proceed successfully and unevent- 
fully even after a severe decompensation, while in other eases it does 
not. It is beyond our present knowledge to determine with exactness 
whether a given woman will or will not have trouble during labor. 
Difficult labor will be more likely in a primipara with a large child 
however, and so eardiae failure will be more likely under these cir- 
eumstances than if a multipara should have a precipitate delivery of 
a seven or eight months’ child. 

If we are willing to take a certain chance, I believe that even a 
woman who has had an acute decompensation during pregnaney can 
be safely carried along with proper medical supervision as will be 
detailed later. If she should have a second acute attack, the uterus should 
be emptied as soon as compensation is sufficiently regained, but with 
proper care a second acute attack will but rarely occur. Such a 
patient should never be allowed to go longer than the fortieth week of 
gestation, for a large child will be an added strain at delivery. To 
be safe on this point, if we think that the pelvis is small or if the 
woman is a primipara, it might be better to induce labor before this 
time. Opinions differ as to whether induced labor at the eighth month is 
easier than at term. The features of the individual ease will often be 
decisive on this point. 


im 
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When labor starts we must watch very carefully for the first indi- 
cation that the heart is not standing the strain, and be ready to per- 
form an abdominal section, unless the head should be in a position for 
a quick forceps delivery. Here again the shock of a version seems to con- 
traindicate this procedure, and a high forceps operation or a vaginal 
section is too slow a method for the emergency of a failing heart. 
We must do away with the strain of the labor, with as little trauma 
to the patient as possible. 


The indications of heart failure during labor which should point to 
prompt interference are a quickening of the pulse to over 95 per minute, 
or of the respiration to over 25 per minute, or the appearance of any sen- 
sation of distress such as dyspnea, or cough, or precordial discomfort. 
The more of these signs or symptoms that appear the more urgent the 
state of the patient. We should never wait for marked dyspnea and 
a pulse of 120 or more, for the strain of operation at that time will 
almost surely be too much for the already overtaxed heart. Watch the 
patient from the beginning of labor, and if the pulse or respiration 
is increasing I believe it is safer for both mother and child to operate 
at onee, than to wait in the hope that delivery will take place before 
the strain has resulted fatally for the mother. We should operate 
when the decompensation is slight or moderate, in order to avoid hav- 
ing to operate when it is severe. 


LESSER GRADES OF FAILURE 


In regard to patients with lesser grades of heart failure it is difficult 
to make general statements which will apply equally to every ease. 
There is, besides the variation in the degree of cardiac insufficiency 
from one patient to another, a variation in the same patient from time 
to time. Some patients grow worse during the course of their preg- 
naney, while others improve surprisingly in their ecardiae power. 
Moreover there is the greatest variety in the activities which differ- 
ent women pursue during pregnancy, and the more active woman is 
naturally more liable to overstrain her heart. 

I would never advise abortion or premature delivery before the 
eighth month unless it had first been demonstrated that with proper 
treatment by rest and digitalis, the signs and symptoms of eardiac 
failure were persistently increasing. 

At the outset of treatment the patient should be kept in bed. This 
applies not only to the severe eases, but also to the mild eases of de- 
compensation, and they should be kept there as long as any note- 
worthy increase in the pulse or respiration results from such efforts 
as sitting up or turning over in hed. They will usually be more com- 
fortable in bed with a backrest on account of the dyspnea. When the 
patient is able to move about freely in bed without any discomfort 
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from her heart she should be allowed to try the effect of sitting in 
a chair. If this causes no fatigue or dyspnea or palpitation, she may, 
after being in the chair a few hours each day for from seven to ten 
days, be allowed to walk a few steps. If this does not cause discom- 
fort she may gradually be up more and more, always keeping short of 
any exertion which is followed by palpitation or a sense of shortness 
of breath or any other discomfort. As long as she keeps this prin- 
ciple in mind she will not harm her heart by overstrain. 


When the patient is allowed to be up the pulse rate should be taken 
twice daily and she should be carefully questioned from time to time 
as to what she is doing and what abnormal sensations, if any, may 
arise. If she is of the type who persist in doing more than they 
should, then she must be kept in her room or in the house or even in 
bed if necessary to prevent this overdoing. Similar patients when 
not pregnant feel better and do better when they are allowed a certain 
degree of freedom and activity than when kept closely confined, and 
though my experience with such patients during pregnancy is more 
limited than with uncomplicated cardiac failure of the same degree, yet I 
have seen nothing to make me feel that the treatment should be any 
different in principle merely because of the abdominal tumor and the 
increased vascularity of the uterus, though it is plain enough that 
the same degree of activity is more strain during pregnancy than 
before. 

If a patient who is allowed up does not continue her improvement, 
or if the pulse tends to remain above 85 per minute, then it is likely 
that a further period of two or three weeks’ rest in bed or sitting 
about her room will be helpful in improving her compensation. Her 
heart was evidently having too frequent demands upon it and rest 
is needed to allow it to recover from its state of chronic fatigue. 
Some patients, while keeping short of a severe overstrain, will contin- 
ually throughout the day, push the demands upon their heart so near 
to its limit that it ean just hold its own. A little extra rest 
will enable it to gain an ability which may be more than adequate for 
the former demands. 

The diet is of but secondary importance in these patients unless 
the cardiae failure is severe, and then should be restricted as to fluids 
and salt according to the well-recognized principles for the treat- 
ment of such patients. 

At the outset of treatment digitalis should be used. If a preliminary 
intravenous dose of digitoxin has been given because of the urgency 
of the symptoms, it should be followed in two or three hours by the 
oral administration of 30 minims of the tineture well diluted with 
water so that the nauseous taste will not cause vomiting as it often 
does with the congested stomach present with severe failure. The 
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less severe cases who do not need the intravenous dose may be started 
at once with the tincture or the powdered leaf, the dosage depending 
upon the urgency for obtaining an effect. At the outset at least as 
much as 60 minims of the tincture should be given per day, or 6 grains 
of the powdered leaf. Digitalis is best given at intervals of at least 
twelve hours, following the initial doses which may be given at smaller 
intervals, so that 30 minims or 3 grains night and morning would be 
a proper dose with which to continue the medication, or even for 
starting it if there was no urgency for obtaining digitalis effects. With 
this dosage we must watch the patient carefully for the early signs of 
full digitalization, for they will appear at some time between the 
third and the seventh or eighth day. Stop the drug promptly at the 
first sign of its activity and resume after a two or three day inter- 
mission with 10 minims of the tincture or 1 grain of the leaf night and 
morning. The further course of digitalis treatment must be carefully 
individualized for each patient, so that enough is given to maintain 
the effect and yet not so much that severe toxie symptoms will make 
their appearance. 

The question of how long digitalis should be continued is also one 
that will have to be determined for each case. It should be kept up 
as long as the patient continues to improve and for a week or ten 
days thereafter. It should be resumed if there is any sign of a re- 
lapse on stopping the drug, continued for another month and then 
stopped again to see whether it has not become superfluous. Possibly 
it might be well during the month preceding the expected labor, to 
thoroughly digitalize all patients who have shown any signs of failure 
during pregnancy, considering it as a sort of prophylactic against a 
serious break in compensation at that time. 


SUMMARY 


The important feature of a patient with heart disease during preg- 
nancy is the degree of cardiac failure. If this is slight the disease 
is of little importance. 

Even with a moderate degree of failure it will be possible for the 
child to be born if the mother is allowed to take a risk which is not 
so great as sometimes stated. 

The first attack of severe decompensation can usually be recovered 
from with proper treatment, unless the attack should occur during 
labor. 

With proper observation and prompt operation severe decompensa- 
tion should not occur during labor. 

Abdominal section is the operation of choice in the emergency, pro- 
vided a low forceps cannot be done. Ether anesthesia started by 
chloroform is a better anesthetic for these patients than gas-oxygen. 


| 


PARDEE: TREATMENT OF CARDIAC FAILURE 627 


Oxygen inhalations from a mask are helpful to clear up a persistent 
cyanosis. 

Without severe cardiac failure or after recovery from it, most pa- 
tients can be carried through to term or to an induced labor during the 
eighth month. 

During labor, watch for a pulse over 95 or respiration over 25 per 
minute, precordial discomfort, dyspnea, cough, and do not let these 
little signs become big before putting an end to the labor. 

In treating lesser grades of failure during pregnancy, the patient 
must rest enough to spare the heart from overstrain, but this may not 
necessitate rest in bed for more than a short time. 

Digitalis should be given in doses sufficient to insure an effect. 

With this treatment I feel sure it will be possible to diminish the 
present mortality of about 25 per cent for severe cases and 10 per 
cent for all cases to a figure which is less disquieting. 
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A NEW HYDROSTATIC BAG FOR THE INDUCTION OF LABOR 


By Geo. H. Lee, M.D., Gatveston, Texas 


HE recent attention which the postmature child has been receiving 
in certain clinies, the very carefully developed methods of measure- 
ment by which the size of the child, the weight, the diameters of the 
head and the month of gestation can be determined, and the very 
accurate results in expert hands which these systems of measurement 
have given, serve to emphasize the importance of the induction of labor 
at term and to direct attention to the means available for that pur- 
pose. In addition, the various toxemias of pregnancy, as well as cer- 
tain cases of dystocia, frequently render the induction of labor necessary. 
The hydrostatie rubber bag is assuredly the safest and most certain 
instrument for this purpose. It can be sterilized and can be introduced 
without becoming contaminated, which is often not true of gauze and 
other agents sometimes employed. It ean be folded upon itself in the 
grasp of a uterine dressing forceps so as to be sufficiently small to pass 
into a very slightly dilated cervical canal and when distended becomes 
a very efficient foreign body in exciting uterine contractions. 

The bags which are most used in the present time belong to two 
classes. The one is represented by the Barnes fiddle-shaped bag which 
is designed to dilate the cervical canal, and is not bulky at the point 
which is within the uterus when the bag is in place. 

The other group is typified by the Champetier de Ribes and Voor- 
hees bags. These are designed to be distended within the lower uter- 
ine zone where the bag acts as a foreign body and this action ean be 
intensified by hanging a weight to the protruding tube of the bag. 
These bags are not designed to distend or stretch the cervical ring or 
canal. 

Each type of bag has certain good features. And to each there are 
some points which are objectionable. 

The Barnes bag (even the larger size) is too small. When distended 
it loses its fiddle shape, and as it has no expanded portion on the end 
which should be within the internal os, it readily slips out of the cer- 
vix before it has produced satisfactory dilatation of the cervix or 
brought about satisfactory uterine contractions. Moreover, the mate- 
rial of which these bags are made is a rubber which is really too light 
to give service. 

The Champetier de Ribes bag is bulky. It is constructed of silk eov- 
ered with rubber and in order to introduce an ordinarily satisfactory 
size the cervix must be dilated 2.5 to 3 ems. Then the bag is designed to 
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rest entirely within the lower zone. of the uterus, either intra- or extra- 
ovularly and no provision is made for elastic dilatation of..the. cer- 
vical.ecanal. Moreover, the shape of the tube from the bag is such that 
the tube distends the vulva—being at.that point from 4 to 5 ems. in 
diameter—and in this manner must increase the opportunity for the 
introduction of infection. 

The Voorhees bag is cone-shaped like the Champetier de Ribes and 
thus is designed to be placed entirely within the lower zone of the 
uterus with no provision for elastic dilatation of the cervix. The tube 
from the bag is small, but the material is light and will not permit the 
attachment of a weight to drag the bag against the cervix. 

The bag* illustrated in Fig. 1 has been designed to combine the good 
features of both these types of bags, and to eliminate the objectionable 
points. The tube A is 1 em. in diameter and joins B, a swelling which 
is designed to rest in the vagina just outside the cervix. At the point 
C the bag has a constriction which fits into the cervieal eanal and 


when the bag is distended will dilate the cervix, thus adding to the 
irritation produced by the foreign body, the enlarged portion of the 
bag D which is placed within the lower uterine zone. This bag com- 
bines the two desirable features of the Barnes bags and of the Cham- 
petier de Ribes and Voorhees bags; i.e., dilating the cervical canal and 
supplying an efficient foreign body within the lower zone of the uterus 
to excite uterine contraction. The extracervieal enlarged portion B 
is small enough to rest well within the vagina and nothing protrudes 
from the vulva except the rubber tube 1 em. in diameter. These bags 
are made in two sizes, the diameters of each at the points indicated 
being as follows: 


Larger: A,1em. B, 7.5 ems. C,5 ems. D, 10 ems. 
Smaller: A, 1 em. .B,6 ems. C, 4 ems. D, 7.5 ems. 


It will be noted that the diameter of the base of the larger bag is 
*These bags ean be had from The Kny-Scheerer Corporation, at No. 56 West 
23rd Street, New ‘York City. 
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10 ems., which will be extruded through the os uteri when the cervix 
is practically fully dilated. 

These bags are made of a fairly heavy, good quality of soft rubber 
and can be folded within the grasp of a uterine dressing forceps, so 
that the bag can be introduced through a cervix which will admit the 
index finger. The quality of the rubber will permit of the attachment 
of a weight to the extending tube in appropriate cases. 


AN UNUSUAL CASE OF EXTRAUTERINE PREGNANCY 


By W. Ritey, M.D., F.A.C.S., OkLAHOMA City, OKLA. 


XTRAUTERINE gestation is such a common condition or disease, 

that, ordinarily, one might feel like apologizing for presenting 
this report. However, I feel that this case is so unusual and so atyp- 
ical, that it is worthy of record. 


This patient had the usual signs of pregnancy and felt the fetal movements. 
These, without the usual evidence that accompanies tubal rupture, suddenly ceased 
between seven and one-half and eight months of the pregnancy. Outside of the 
presence of an abdominal tumor, she enjoyed good health, and one year subsequent- 
ly, gave birth to a full term, living child. Her pregnancy and labor were normal 
in every way. 

She subsequently gave birth to four children, two of whom were born dead. 
There was no history of any abnormality during these pregnancies or labors. 

On admission to the hospital, she complained of frequent urination and the 
presence of an abdominal tumor. Her menses began when she was thirteen years 
of age, and had been regular except during her pregnancies. She was married 
August 9, 1909. 

In January, 1912, she had an attack of nausea and vomiting associated with a 
noticeable weakness. When her family physician arrived, he noticed that she was 
pulseless and appeared to be in a very weakened condition. A few hours after 
this, she noticed pain, which radiated to the shoulder, in the left upper abdomen. 
She was in bed for two months following this experience. She was troubled with 
cramping pains after eating and felt weak, but recovered from this attack 
gradually and appeared as well as ever. Her periods up to this time had been 
perfectly normal in every way. Did the tubal rupture occur at this time? 

In February, 1912, she noticed a partial cessation of the menses, the flow at this 
time being very secant. Experiencing no morning sickness, she thought that she 
had a normal pregnancy and felt fetal movements in May, 1912. During May, 
she experienced a rather severe pain in the left upper abdomen. This pain ra- 
diated to the shoulder. She thought that she had miscarried, although there had 
been no flow and no evidence of abortion. Her physician assured her that was 
not the case, as there were no symptoms of this condition, 

These symptoms ceased and the pregnancy proceeded without any complication 
until August, 1912, when she failed to feel the movements of the child. There 
were no pains or unusual symptoms at this time. She had observed that the ab- 
domen had increased in size as it would in a normal pregnancy. After the cessa- 
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tion of the fetal movements, she thought that the child would be born and waited 
for its birth. 

In September, 1912, having been examined by her physician who noted that 
there were no movements, no fetal heart sounds, no dilatation of the cervix, and 


thinking she might have a tubal pregnancy, he advised operation, but she did not 
follow this advice. 


She continued to feel well and had no untoward symptoms of any kind, The 
abdomen did not increase in size to any noticeable extent, and after a year it began 
to decrease. She experienced some pain in the right lower quadrant, which was 
more noticeable when she was lying on the right side. 

The bowels and urination were normal, except for a slight urinary frequency 
which she had experienced throughout her life. The abdominal] mass was about the 
size of a double fist, and seemed to be in the right lower quadrant, near the midline. 

On August 12, 1913, she gave birth to a normal, living child, weighing six 
pounds. The labor lasted for two hours and was easy and normal, The pregnancy 
had been normal with no complications of any kind. There was no laceration. 
The child was delivered alive and is living at the present time. She was in bed 
for two weeks following her labor, had no chills or fever, and made an uneventful 
recovery. 

A second living child was born sixteen months later. There was no complica- 
tion throughout the pregnancy and the labor was normal, lasting three hours. 
There were no complications, chills or fever following delivery. 

Following this, she had one miscarriage at three months with no untoward symp- 
toms. 


The third labor was in June, 1919. The child was stillborn at eight months. 
The mother ceased to feel life two months prior to delivery. The labor was easy, 
spontaneous, and without laceration. The child appeared normal and the puer- 
perium was normal. She miscarried again at three months. 

The fourth child was born in January, 1920, an eight months’ baby, born dead. 
It appeared normal. Life had been felt up to one week prior to delivery. At 
this labor she experienced more pain than she had in the previous ones. The labor 
lasted three hours and there was a slight laceration. 


She had no chills or fever 
following. She has not been pregnant since. 

Her weight at marriage in 1909 was 130 pounds, and in 1919, she weighed 160 
pounds. At the time of her examination, October 3, 1921, she weighed 100% 
pounds. 

On admission, the patient gave a history of having frequent, painful urination 
for the past six months, and at the time of the examination, she was urinating 
every two hours during the day and night. She had noticed no blood or pus in 
the urine. For the last three or four months she had noticed that every time she 
voided, the bowels would move, or there would be considerable straining. There 
were no bloody or abnormal stools and they varied in amount from a small to a 
normal quantity. 

She complained of what she thought was a slight prolapsus of the uterus. One 
year ago she had a colic-like attack of abdominal pain which subsided after a few 
days. There was a moderate amount of whitish vaginal discharge which was non- 
irritating. She had belching and bloating at times, lumbar backache was 
noticeable in the morning, and pain in the right lower quadrant, which was variable in 
severity, but never agonizing. She thought there was an obstruction in the rec- 
tum, as it troubled her when her bowels moved. She had lost fifty pounds in the 
last year and a half. She felt weak, but otherwise, the history was negative. 
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The examination showed a poorly nourished woman with a small amount of sub- 
cutaneous fat. The height five feet and six inches, pulse 116, temperature 99.6° F. 
blood pressure 110-68. The abdomen was distended, the muscle tone increased on 
the right, no hernia, tympany in both flanks, There was a distinct suprapubic 
mass, the superior surface of the mass being on a level about midway between the 
navel and the symphysis. The perineum was relaxed, the vaginal mucous membrane 
pale, the uterus in anterior position and deviated to the right. 

A firm, croquet-ball sized tumor was firmly attached to the left of the uterus, 
causing considerable pain upon examination. It was fixed and immovable. It 
was rather irregular and hard like a myoma. No erepitus was elicited. Rectal 
examination was very painful and the mass felt irregular to the examining finger. 

The husband inquired if this tumor could be an extrauterine fetus. I felt that 
it was not possible for a woman to give birth to four full term children without 
trouble and have an extrauterine fetus as large as this mass appeared to be, and 
I believed the tumor to be a myoma. The tubes and ovaries could not be palpated. 

The blood Wassermann test was negative, white blood cells, 8,750, polynuclears 
§2, lymphocytes, 18, urine, negative. 

A median suprapubic incision was made, about eight inches long. On opening 
the abdomen, the peritoneum in front of the bladder and uterus was pulled up 
«nd attached to a mass of loops of small bowel and the sigmoid colon. The intra- 
peritoneal space in front of the bladder and uterus was obliterated. At the point 
where the peritoneum, mass and coils of bowel met, there was a stellate sear ap- 
pearance, which made one feel as if he might be dealing with a carcinoma of the 
large bowel. It was possible to introduce the hand behind the uterus and broad 
ligament on the right side. The culdesae was not obliterated. The right tube 
and ovary were normal. On the left side, however, the mass and intestines blocked 
the way for any entrance into the culdesac. The uterus was about the size of 
a Bartlett pear, and was pushed to the right and backward by the mass in the 
left broad ligament. 

On attempting to dissect the bladder trom the mass, it was opened. A finger 
was introduced and the bladder dissected loose and then sutured. My dissection 
had opened a cavity from which a very foul odor emanated. I found the cranial 
bones of a fetus buried slightly below the surface of the capsule of the mass. The 
abdominal cavity had been completely walled off and the opening into the sac was 
enlarged and it was found to contain the bones of the fetus and a large amount 
(several ounces) of foul smelling, milky colored fluid. 

The fluid was evacuated, the bones removed and the sac swabbed out with pure 
phenol followed by aleohol. Several of the bones were embedded in the walls of the 
sac and had to be dug out. Although there was no evidence of intestinal perfora- 
tion at this time, this subsequently, appeared to have occurred. The cavity was 
about the size of a large grape fruit. 

On account of the dense adhesions of the bowels and the structures of the pel- 
vis, and the probable presence of infection, the peritoneal cavity was closed above 
the sac and the cavity of the sae was packed with iodoform gauze and a rubber 
drainage tube inserted. This brought the packing and whatever discharge might 
occur, extraperitoneally. At the close of the operation, a catheter was passed into 
the bladder and the urine was slightly blood streaked, 

The patient showed no evidence of shock and was returned to her rocm in good 
condition. She was then given one pint of 5 per cent glucose and 5 per cent 
sodium bicarbonate solutions per rectum. 

On removing the iodoform packing, about thirty-six hours after the operation, 
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fecal matter was observed coming from the cavity. This did not cause any par- 
ficular trouble, gradually becoming less and less. She had some trouble 
in emptying her bladder for a few days. She was catheterized and irrigated with 
one to two-thousand silver nitrate solution, and this condition rapidly improved. 

A small sinus discharging fecal matter persisted, and on January 14, 1922, the 
abdomen was reopened and the sinus carefully dissected down to the sac of the 
previous opcration. The sae had contracted to about the size of a lemon. It was 
thick walled and attached to the bladder, lateral pelvis and the pelvic colon. There 


were no adhesions except those immediately about the sae. A small opening was 


Fic. 1 Photograph of skeletonized extrauterine fetus, removed nine years after rupture of sac, 
nl extending from the upper part of the sae into the pelvic colon. This was 
closed with silk and the abdomen closed with drainage down to the peritoneum. 
She made a very nice recovery. A recent report shows that she is perfectly well. 
The bones of the fetus were entirely clean of all tissue. My colleague, Dr. 
Kernodle, has made a rather remarkable assembly of them as the accom- 
panying photograph (Fig. 1) will readily show. It measures seventeen inches in 
height, and apparently represents the size of a fetus at seven and one-half to eight 


months’ pregnancy. 
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PELVIC HEMATOCELE FROM CAUSES OTHER THAN 
ECTOPIC PREGNANCY 


By J. Westey Bovér, M.D., F.A.C.S., Wasnineron, D. C. 


ROM its derivation it is not difficult to appreciate that ‘‘hemato- 

cele’? means escape of blood into the peritoneal cavity and that 
pelvie hematocele denotes the escape of blood into the pelvie portion 
of the peritoneal cavity. 

While the source of hematocele may be any blood vessel next to the 
peritoneum or organ projecting into it, the accumulation of blood in 
the pelvis from structures in the upper abdomen is rare and will not 
be considered here. The same may be said of hemorrhage from trau- 
matism of the anterior abdominal wall or more remote structures. The 
limitation, then excludes consideration of malignant or other tumors, 
ulcers, and traumatisms situated in the abdomen except those originat- 
ing in the pelvis. Nor will I concern myself with such conditions re- 
ported by Sauter,** Freund and others, as endocarditis, adhesive peri- 
carditis, emphysema, endarteritis, nephritis and pneumonia. They 
have reported well authenticated cases of pelvie hematocele from these 
various causes and were I to stress treatment of pelvic hematocele in 
this paper I would have to consider these admittedly very rare con- 
ditions as related to accumulations of blood in the pelvie peritoneum. 

That ectopic pregnancy is preeminently the most common cause of 
pelvic hematocele will seareely be disputed. 

That fact has led to carelessness in diagnosis of causes of such hem- 
orrhages and to haphazard conclusion without routine careful investi- 
gation of tissues. It has led to unreliable statistics of ectopie preg- 
nancy, pelvic hematocele and of other causes of the latter. It has led 
no doubt to arraignment of the chastity of girls, widows and other 
women. 

H. P. Newman,*? by the aid of microseopie study, was able to dis- 
sipate such suggestion in a case of a widow above reproach in which 
an operative diagnosis of ectopic pregnancy was made. Ellsworth’® 
reports the case of a girl of eighteen years in which a lacerated fal- 
lopian tube was removed. There was no history of traumatism avail- 
able. A careful microscopic examination was made and not the slight- 
est indication of pregnaney was found. 

The dictum of Henry Formad,” coroner’s physician of Philadelphia, 
‘*T may state that I now class hematoceles of the tubes as ectopic preg- 
nancies even if no fetus is discovered,’’ has been as a two-edged sword. 
His report was based upon thirty-five cases of ectopic pregnancy he 
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had found in thirty-eight hundred autopsies made in women dying 
suddenly. Another notable feature of his report was regarding the 
presence of the fetus. In one-third of the cases none was found; in 
two they popped out of the abdomen with escaping fluid and in the 
remainder the fetuses were located quite remotely from the gestation 
sac. It may be interesting to add that all his cases were in women 
from twenty to forty years of age and no pregnancy had advanced 
longer than four months. 

While Formad’s* paper did very much in a timely way to erystallize 
due appreciation of the danger and frequency of ruptured ectopic 
pregnaney and the necessity for prompt surgical care, it intimated 
that, given a hemorrhagic inundation of the peritoneal cavity of a 
woman in the procreative age, an immediate diagnosis of ruptured 
ectopic pregnancy was to be made. 

In every case a uterine decidua or very plain remnants of one was 
found, microscopically, which was regarded only as confirmatory evi- 
dence. 

Add to this the declaration of Horrocks,?’ that in many eases it is 
virtually impossible to distinguish microscopically between chorionic 
villi and altered blood clot, and we can appreciate the tendency to 
reliance upon Formad’s dictum. MeMurtry*! in discussing Primrose’s** 
paper said that in his operative experience covering several hundred 
eases of hemorrhage into the peritoneum presenting similar findings 
to those described in the paper, in every instance the condition proved 
to be ectopie pregnancy. 

However, pelvic hematocele was found by careful observers, under 
conditions that eliminated probability or even the possibility of preg- 
naney. 

It was found at puberty (Fordyce, Hortolomey,”® Jayle*?) and even 
as late in life as ‘‘long past the menopause,’’ as reported by Richard 
H. Harte.2? Moreover, many surgeons found that routine micro- 
scopieal examination of tissues and blood clots removed from the 
pelvis in cases of suspected early ectopie pregnancy in which fetuses 
were not found, revealed not only the absence of pregnaney but the 
presence of pathologie lesions which could be declared as positively the 
causes of the hemorrhages. Hundreds of papers illustrative of this fact 
have been added to medical literature during the past twenty-five 
vears. In 1897, my experience having convinced me that the atten- 
tion of the profession should be directed to this subject, I published a 
paper, entitled: ‘‘Tuhal and ovarian hemorrhages resembling ectopic 
pregnancy.”’ 

In discussing that paper Crofford* said, ‘‘T am satisfied now that I 
have had one ease that was not extrauterine pregnaney which I 
thought was at the time, although T said nothing about it.’’ This is 
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only one of the many instances in which a lack of careful microscopic 
study of tissue has permitted erroneous diagnosis. 

A perusal, even a very casual one, of the literature on hemato- 
salpinx and pelvie hematocele will find many authors making the 
sweeping statement that such conditions are invariably the result of 
ectopie pregnancy. 

We have unlearned many ideas given us by Formad. One is that 
only retroperitoneal ruptures afforded successful operations. Another 
is that perhaps more than half the cases of ectopic pregnancy recover 
without operation, even though expelled into the peritoneal cavity 
and nearly all the graver ones are saved by operation, instead of hav- 
ing tragically fatal ending as stated by him. We have also learned 
that the microscope must decide for or against pregnaney in those 
doubtful conditions devoid of macroseopie proof. In fact the gloomy 
T‘ormad picture of ectopic pregnancy has received a complete cover- 
ing in cheerful color. 

We may well inquire what conditions other than ectopie pregnancy 
are productive of pelvie hematocele. 

Gordon Taylor reports a ease of twins in a gestation sae of right 
tubal origin that had ruptured into the right broad ligament and then 
into the peritoneal cavity. In a clot in the broad ligament he found 
a complete embryo and the head and shoulders of another, thus illus- 
trating that pelvie hematocele can be produced by ruptures into the 
peritoneal cavity. 

Tuboovarian varicocele is a term used considerably in the literature 
as rupture of it causes severe intraperitoneal hemorrhage. Hirst” 
reports a ease of this kind upon which he suecessfully operated under 
a preliminary diagnosis of ectopie pregnancy. 

The rupture of proliferous cysts in the pelvis and produeing pelvie 
hematocele is reported by Reynes,*® Finsterer’? and Jacoulet.*® 

Hortolomey reports the case of a ruptured uterus in a girl of thirteen 
vears from falling against a writing desk, receiving the blow in the 
hypogastrium. Three months later he operated for a rapidly growing 
abdominal tumor. At the time of operation she was very weak and 
had had a metrostasis for three weeks. The tumor was found to be 
a pelvic hematocele extending up into the abdomen and its source 
was from a ruptured uterus. 

Sauter®® and several others have reported cases from pelvie hyper- 
emia and some of them stress this cause. 

Hemorrhage from uterine fibroids is reported by a large number of 
writers, including Bégouin,! Lemoine,*® Perrier,** Clarke,* Jaschka,*° 
Pollosson,*® Tédenat,®* Wallace,®* Turner,** Laroyenne™ and Lilien- 
thal.*7 Some of the tumors were interstitial. In some of the cases, 
reported by Littler,** Vanverts,© Steinbuchel,®’ Stein,®* Martin,*® and 
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Turner,'* the hemorrhage was from rupture of the pedicle of subserous 
fibroids. In the eases of Littler** and Turner“ a fall had been the 
exciting cause. Torsion of the pedicle had occurred in some of the 
reported eases. 


Ifartmann,”* reports one case caused by a hypernephroma in the 
uterus. A considerable number were found to be fibroids and hema- 
tosalpinx. Ferguson," Fortin,'® MeNaughton Jones** and Perrier,** 
report very tragic cases, many of them fatal. 

Some authors are impressed with the older view of Puech*® that 
menstruation occurs in some people from the mucosa of the fallopian 
tubes as well as from that of the uterine body and I must confess I am 
inclined to the same belief. In all events hematosalpinx of the non- 
gestational variety is commonly seen. The following case of mine serves 
as an example: 

Case of Double Hematosalpinxy.—Miss Frances C.—white, twenty-two years of 
age, clerk. Menses, 14, 5, 28, rarely has cramps or backache. In 1917, had a slow 
fever and menstruated every two weeks over a period of three months. Then had 
curettage and ‘‘straightening of womb.’’ The result was good until December, 
1919, when she had an attack of influenza to be followed by menstruation every 
two weeks and lasting 7-8 days and from June Ist, 1920, to July 2nd, 1920, had 
been constantly flowing. On the latter date I first saw her. Then she stated the 
above and that she worked steadily but has become very nervous. An examination 
revealed a very short anterior vaginal wall that was attached to the cervix near 
the external os and pulled that orifice to very near the pubie arch. The body of 
uterus well down in Douglas’ pouch. The slightly enlarged ovaries were under it, 
uterosacral ligaments not felt. No excessive tenderness in pelvis. She was given 
bromide of sodium and ergot and an Albert Smith pessary was fitted. Operation 
was advised and performed July 10, 1920, as follows: The anterior vaginal wall 
was transplanted on cervix to opposite internal os; the uterosacral ligaments 
triplicated and the anterior surface of the broad ligaments were plicated. The 
uterus was found to be slightly undersized. The fallopian tubes were each about 
five inches in length and in their outer ‘two-thirds, about double normal size. ‘They 
were nonadherent with open fimbriated ends and each contained about four drams 
of fluid blood. 

The ovaries were about double normal size but apparently normal, free from 
adhesions and lying in Douglas’ pouch. Neither of them contained a true corpus 
luteum but were surrounded by fluid blood. 

The hematosalpinx with hematocele was attributed to the influenza infection 
and the congenital displacement as a complication. A recent letter from her does 
not allude to her health and I am inclined to think she is well. 


Doran’ reported a case in which no evidence of pathology existed. 

Tartanson® cites many such in his splendid thesis. Galabin,” 
Tédenat,®*? Richardson,*® Townsend,®* Freund, Strawn,** Pilliet,* 
Croom,° Bloodgood,’ and others have writtten voluminously on the 
subject or reported cases and in most instances an existing inflamma- 
tion, usually of a chronic form, has been considered the exciting cause. 
Freeman’ reported the case of an athletie young woman who, in 
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vaulting over a fence, experienced a violent pain in the lower abdomen 
and went into collapse. The abdomen was opened and a fallopian 
tube found torn near its middle. The uterus and appendages were 
otherwise normal with no evidence of pregnancy. I have already re- 
ferred to the case reported by Eliot Ellsworth,” in which in operating 
for appendicitis in a girl of eighteen years, he found the appendix 
normal but the pelvis completely filled with blood that had escaped 
from a small laceration of the right fallopian tube, about one inch 
from its fimbriated end, which was still bleeding. Morris Richardson*’ 
stated: ‘‘A hematosalpinx that is not associated with pregnancy 
may give rise to as rapid and as fatal symptoms as a ruptured extra- 
uterine fetal sac.’ Puech** stated they may be rapidly fatal or so 
slight as to give only trifling symptoms. 

Fogt* found in his case an anomalous condition existed in that the 
tube was connected with the bicornate uterus only through the means of 
a thin membranous structure 2 em. in length. He collected fifty-five 
eases of bicornate uterus, seen clinically by reporters, (1876 to 1919). 
thirteen of which were associated with voluminous hematosalpinges. 
Freund’® and others are bold enough to use the term ‘‘hemorrhagic 
salpingitis’’ in this connection. 

The gynecologic surgeon is quite accustomed to dealing with hemato- 
salpinx on one or both sides and usually there is not much blood in 
the peritoneal cavity. But he cannot understand why there is not 
more. Often he finds much more. 

The late Robert P. Harris collected about a dozen eases of cesarean 
section by violence in which some, or most of them, were caused by 
goring of bulls. One was that of a squaw gored by a bison bull. 

Malignant growths in the pelvie organs cannot be ignored in their 
causative relation to pelvic hematocele as one needs little imagination 
to realize malignant growth of the ovary, parovarium, fallopian tube 
or uterus may give rise to free intraperitoneal hemorrhage. Such an 
one is that reported by Harte*? occurring in an old woman whom he 
opened for appendicitis with emphatic symptoms to find only severe 
hemorrhage from a rupture of an angiosareoma of the ovary. 

We now come to consider the ovary, an organ which is more fre- 
quently the seat of hemorrhage than any other organ of the body. 
This organ seems to be the principal one concerned in the production 
of nongravid pelvic hematocele, and, therefore, your attention is spe- 
cially directed to hemorrhages from and in it. 

Ovarian hemorrhage arises from (1) the graafian follicle; (2) the 
atretie follicle; (3) the corpus luteum; (4) the stroma, and (5) ovarian 
tumors. 

Ovarian tumors may, by revolving on their pedicles, produce lacera- 
tion of the pedicles with resulting hemorrhage into the peritoneal 
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cavity primarily or, more often, hemorrhage into the cyst. In several 
eases reported a secondary rupture into peritoneal cavity has oe- 
eurred. These were in the larger sized cysts. Hemorrhage of both 
characters may also occur with solid tumors of the ovary. Lee,** 
Douglas,® Hedley,** Lockyear,*®® Giles,*° Herman,” Doran,’ Depage,*® 
Jones,** Taylor, Jayle,* DeRouville®? and hosts of others have re- 
ported cases and discussed the subject of ovarian cyst hemorrhage as 
related to pelvic hematocele. Such growths have been found in one 
and in both ovaries. In many instances the cysts were very small,— 
simply follicular cysts or corpus luteum eysts. 

Probably of greater account are the many papers comprising the 
literature on ovarian hematomata and ovarian hemorrhage other than 
from cysts,—at least cysts other than microcysts. 

Perhaps the most frequent form of ovarian hemorrhage is that of 
the atretie follicle though the stromal variety likely occurs about as 
often. Authors differ as to the relative frequency of the latter. 

The graafian follicle variety is probably least frequent and the 
corpus luteum kind the most striking in gross appearance of the 
organ. 

While it has been found before birth (Tate,®° Schultze,®> Riedel,**) 
and in very advaneed age (Harte,??) it seems to occur frequently at 
puberty and most often during the procreative period of the life of 
women. 

Causes.—It is presumable that in most cases a local abnormality is 
at least a contributory factor. 

These may be classed as: (1) menstrual, excessive congestion; (2) 
nonmenstrual, (a) active hyperemia from infections or their results; 
(b) passive hyperemia, thrombosis, prolapse, varicosities, torsions, 
adhesions; (c) new growths. 

But there are often remote or general causes activating or promot- 
ing. Among them are, (1) acute or chronic poisoning; (2) various 
diseases already mentioned which embarrass the circulation, causing 
passive hyperemia; (3) various general infectious diseases; (4) hemo- 
philia; (5) burns and uleers; (6) diseases producing marked blood 
changes. 


It is not necessary to mention the possible various combinations of 
these causes. 

The amount of blood loss may be trivial, or so great as to produce 
rapid death, or be between these extremes. The danger of grave hemor- 
rhage is practically limited to the pelvic hematocele, the ovarian hema- 
tomata being usually cireumscribed and therefore permitting less 
blood loss. While the atretic follicular, follicular and stromal types 
are usually small, they may coalesce, thus forming one large hematoma 
that may in turn rupture, thus permitting uncontrolled hemorrhage 
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into the pelvic cavity. The corpus luteal variety seems prone to 
provide a grave type of hemorrhage with its. associated phenomena. 
Both ovaries may coincidently be affected or one after the other. 

Symptoms.—The symptoms of free hemorrhage from the ovary are 
so little understood that a mistaken diagnosis is usually made. They 
vary with the amount of blood loss probably more consistently than 
when the lost blood is contained in the ovary. Probably the greater 
proportion of cases having ovarian hemorrhage, or even tubal, into 
the peritoneum have symptoms so slight that they are ignored, or 
attributed to menstruation which they commonly accompany. Those 
of the grave forms may be of an overwhelming character such as are 
noted in profuse and rapid intraperitoneal hemorrhage from any 
eause. Usually the attack is ushered in by sudden and severe localized 
pain with collapse and metrostasis. In many instances the attack 
promptly follows some physical exertion such as moving heavy fur- 
niture (Primrose,*”) or hanging up clothing in a wardrobe. Accidents 
have been noted as exciting causes. Menstruation is frequently 
found to be present or appearing shortly afterward. In those from the 
corpus luteum Novak** has found menstruation has usually ceased 
several days in advance. If local disease be a predisposing cause mani- 
festations of its existence, such as localized pain, painful or habitually 
delayed menstruation will be present. If the process be a slow but 
practically continuous one the uterine bleeding is apt to continue, 
and a feature stressed by Savariaud™ is the peculiar yellowish color of 
the blanched skin and conjunctive. Acute infections have their char- 
acteristic phenomena. Physical examination, especially at the onset 
would reveal hypogastrie and pelvie hypersensitiveness and perhaps 
abdominal distention and the usual evidence of concealed hemorrhage. 
After the blood has attempted organization the mass may be recog- 
nized by vaginoabdominal or rectoabdominal examination. After a 
few weeks in a moderate case a tender. pelvic mass may be outlined 
in one or both sides of the pelvis. Of course rectal and vesical 
symptoms may be expected from the presence of such masses. 

Diagnosis—The diagnosis of pelvic hematocele in mild eases is a 
matter of extreme difficulty. In fact it is practically never made be- 
fore operation. As already mentioned it is probable that often the 
condition is regarded as a stormy menstrual period or straining of 
the uterine supports, indigestion, very mild appendicitis, or ovarian 
congestion. If a history of previous pelvie infection, overexertion, 
pelvic injuries incident to parturition or becoming chilled at or just 
preceding a menstrual period exists, then such conditions by means 
of their sequele are regarded as the sum total of the actual conditions 
present. 

When the condition is pronounced, as in the case of rupture of a 
tube or a large rupture of an ovary accompanied with a rapid and 
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profuse hemorrhage, or profuse hemorrhage from or into a tumor in 
the pelvis, then the two cardinal symptoms of hemorrhage and pain 
point to either a hematoma or usually,’a hematocele in the pelvis. 
During the child-bearing age the question of ectopic pregnancy must 
be settled. Usually the nonpregnant condition occurs at a menstrual 
period except in the corpus luteal hemorrhage when the attack is apt 
to occur ten to fifteen days subsequent to menstruation and has less 
indication of ectopic pregnancy. But when the tissue injury and 
pain are moderate in degree the condition has to be differentiated 
from acute appendicitis, ruptured ectopic pregnancy, torsion of the 
pedicle of a pelvic tumor,—such as a pediculated uterine fibroid or 
an ovarian tumor, and threatened or incomplete abortion in a uterine 
pregnancy. In the moderate and severe forms, the hemorrhage may be 
detected by study of the blood and perhaps by the usual symptoms 
of profuse, concealed hemorrhage. The leucocyte, especially, and the 
red cell count, as well as the hemoglobin percentage should be higher 
in acute appendicitis than in pelvic hematocele. Physical exertion 
at or just preceding the onset is a feature in pelvic hematocele and 
not in acute appendicitis. 

Burns, uleers and trauma are likewise productive of hematocele 
rather than appendicitis. After several days or weeks have followed 
the onset without surgical intervention, prolonged metrostasis and 
localized pain may easily lead to suspicion of early tubal or ovarian 
pregnancy or incomplete abortion as well as pelvic hematocele. The 
presence or expulsion of a uterine decidua would not occur in non- 
gravid pelvie hematocele. But the history of regular menstruation, 
long continued metrostasis and the presence of a tender mass lateral 
to the uterus in either or both sides, without enlargement or material 
softening of the uterus together with the history of onset and progress 
point to pelvic hematocele. A béggy mass felt in the culdesac of 
Douglas would be confirmatory. 

The following ease history illustrates this class: 

Case of Ovarian Hematoma.—Mrs. Hyman G, referred to me by Dr. Mary 
Holmes for examination and opinion November 11, 1918. She was twenty-seven 
years of age, had a good family history except that her mother, fourteen years 
before, had been subjected to nephrectomy for a twelve pound tumor. 

This patient had become frail just after puberty. Her menses had appeared first 
at the age of thirteen years, occurring semimonthly the first year, becoming normal, 
only that the duration was 7 to 8 days, scanty, and for the first two or three 
days painful, She was married at twenty-two and ten months later gave birth to 
a baby, after forceps, ;with laceration, (July, 1914). Two years later had an 
abortion of a two months’ pregnancy, attributed to laceration of cervix, and was 
operated upon for lacerations and appendicitis in February, 1917. Was much 
improved by it except frequent and painful micturition and constipation persisted. 
The following June she was operated upon for hemorrhoids. In July, 1918, had 


pain throughout menstrual period and also in each period since, the last continu- 
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ing October 5 to today,—forty-four days. She suffers with sacralgia, groinache, 
abdominal distension, headache, insomnia and nervousness. 

Patient’s weight, 113 pounds, -blood pressure, 134-40; perineum relaxed; a scar 
in the base of each broad ligament, extending out from the uterus; the uterus had 
« good position, size and density, but to its left side is felt a pulpy, globular mass 
two inches in diameter that was very sensitive to touch and thought to be an 
ovarian hematoma, The next day, November 19, 1918, I wrote Dr. Holmes ‘‘1l 
believe an ovarian hemorrhage with blood accumulated in the ovary constitutes a 
mass intimately connected with the uterus near the middle of its left side and has 


been the cause of her prolonged metrostasis, I would recommend an operation for 
its removal.’ 

The operation.—Left salpingooophorectomy, was done December 6, 1918. ‘The 
right appendage seemed normal and left tube and ovary were adherent. ‘I'he 
ovary enlarged about 100 per cent, showed a brown discoloration and contained 
a hemorrhagic cyst. The tube was adherent to it. The appendage was examined 
microscopically and pronounced nongestational. 

October 6, 1919, she was again referred by Dr. Holmes, complaining of pain in 
the right side of the pelvis. Her last two menstrual periods were five weeks apart. 
Her right ovary was found doubled in size and hypersensitive but otherwise normal 
to touch. November 17, 1920, Dr. Holmes informed me the patient has a child 
fourteen months of age, and is in fine health. 


This case was interesting from another standpoint,—that of preoperational diag- 
nosis, @ very rare occurrence as shown in another part of this paper. 


Prognosis.—It is conjectured the majority of cases of pelvic hemato- 
cele are never recognized and recover with or without treatment. 

It is common knowledge that very frequently blood is found in the 
culdesae when the peritoneal cavity has been opened for recognized 
pathology accountable for the symptoms. But like ectopie pregnancy 
and appendicitis nongravid hemorrhage into the pelvic peritoneum 
may be of very grave import. A large number of fatalities have oc- 
eurred from it either with or without operation. Many were dis- 
covered by autopsy following sudden death. 

Then it appears that a certain (quite large) percentage die before 
proper aid is secured and many are promptly operated upon success- 
fully. 

In this respect the result parallels ruptured tubal pregnancy, it 
being a question of the amount and rapidity of the blood loss and the 
reaction of the patient to such loss. 

Treatment.—As may be inferred, the mild variety will respond favor- 
ably to rest in bed, with or without morphia, and perhaps icebags 
applied locally and resort to means to lessen the blood supply to the 
pelvie structures. 

In the tragie variety nicety of judgment must decide whether 
prompt invasion of the peritoneal cavity should be made. If such 
invasion is done it should be after conclusion that the hemorrhage 
continues or will likely resume at any moment to a fatal degree and 
that it must be made with due guarding at the patient’s vitality and 
primarily to end the blood loss. 
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Removal of pathologie structures should be of secondary considera- 
tion. Here, again, good surgical judgment is needed, for the removal 
of an ovarian tumor with a twisted pedicle or, having ruptured, has 
caused the hemorrhage or of a bleeding subperitoneal uterine fibroid 
may be required to check the blood loss. 

The various methods of combating the results of blood loss, such 
as transfusion, are of very great importance, but their employment 
before the bleeding vessels have been secured may cause further blood 
loss and be therefore, rendered futile. 
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Dr. WituiAM P. HEALY IN THE CHAIR 


Dr. H. Dawson Furniss reported Two Cases of Supernumerary Ure- 
ters Emptying Extravesically. 


Supernumerary ureters are fairly numerous, but those with extravesical 
openings rare. Of 20 personally observed cases presenting three ureters, only two 
have been of the latter type. When he reported his first ease he could find records 
of only 19 others. Since then Judd of the Mayo Clinie has recorded two and 
Tovey has personally communicated one. 

The first patient was a girl of nineteen, who came on account of incessant 
dribbling urine since birth, although able to void naturally. This history 
pointed clearly to some congenital anomaly, one in which urine was dis- 
charged distal to the urethra. With this in mind she was cystoscoped after in- 
travenous injection of indigo-carmine. The dye was eliminated promptly through 
normally situated right and left ureters. The vagina and vestibule were packed 
with cotton. After a wait of ten minutes it was found that the cotton just below 
the urethral meatus was stained. A careful search revealed a minute opening, 
into which a ureteral catheter could be introduced four inches. Vaginal pal- 
pation showed this to run to the left side. 

Operution—After catheterizing the ureter an attempt was made to dissect it 
out, and turn it into the bladder. <A thin fusiform sac, intimately adherent was 
found. This was opened accidentally. After this an incision was made into the 
bladder through the opposite wall of the sae, and the vesical and ureteral mucosa 
united with catgut. The distal end of the ureter was closed, the accidental wound 
sutured and the vagina brought over it with chromic catgut. A retention catheter 
was placed in the bladder. Seven days later the old ureteral leakage returned. 
After three weeks the ureter was exposed through the vagina, and it was then 
found to be twice the normal thickness on the kidney side of the fusiform sac. 
After mobilizing three-fourths of an inch of the ureter, a sound was placed 
in the bladder, depressing the bladder just in front of the ureter. A hole was 
cut at this peint, a suture placed through the ureter and tied to the sound. On 
withdrawing the sound the ureter was pulled into the bladder, where it was 
sutured with chromic eatgut and the vaginal wound closed. The incontinence 
was cured. After operation the new opening was shown to function by the ap- 
pearance of indigo-carmine elimination. After six months this ceased. At- 
tempts to catheterize this ureter were vain. 

The second patient was a woman of thirty-eight, with a similar history, 
incessant dribbling and normal micturition. Cystoscopy showed two normally 
placed ureters, both eliminating indigo-carmine promptly, but an opening of an 
extravesical ureter could not be found. Cotton pledgets were placed after indigo- 
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carmine administration to detect any extra-vesical’: discharge, but was 
found. On vaginal examination the urethra appeared more “full and’ prominent 
than usual. A metal catheter was placed in the bladder and the’ urethra again 
palpated without detecting any swelling underneath. 

The patient had a fibroid uterus the size of a grapefruit, and because of three 
weekly profuse bleedings Dr. Furniss did a supravaginal hysterectomy. On the 
right side of the pelvis was found a soft elastic swelling extraperitoneal, about 
three-quarters to an inch in diameter, running from below upwards, over the 
brim of the pelvis. The history, together with the knowledge of two normally 
placed ureters, each promptly eliminating indigo-carmine, gave the clue to the 
diagnosis. Palpation of the right kidney showed a mass the size of a hickory 
nut on the superior pole. 

Not trusting the efficiency of simple ligation of the ureter, an upper right 
rectus incision was made through the peritoneum, on the outer side of the colon, 
which was displaced inwards, exposing the kidney. At the pelvic brim the di- 
iated ureter covered the other so that it was not to be seen. The ureter was freed 
three inches from the pelvis, double clamped and cut. The lower end was ligated 
with chromic catgut and dropped. The renal end was freed up to the vessels 
going to the lower part of the kidney and then passed above them. It normally 
ran posteriorly to the vessels. The kidney was normal in shape with the part 
attached to the extra ureter perched on top. Two small arteries ran to it,— 
the veins could not be seen. This part of the kidney was represented by a sac, 
three-quarters of an inch in diameter, with a small layer of kidney tissue-at- 
tached to the kidney, the whole being enclosed in a fibrous capsule. It was re- 
sected without difficulty and without bleeding. A stab wound was made in the 
flank, through which a cigarette drain was placed; the posterior peritoneal in- 
cision, the anterior peritoneal incision, and the abdominal wall were closed. 
There was only slight bloody drainage. The drain was removed on the second 
day. Recovery was uneventful with complete relief of urinary drainage. 


DISCUSSION 


DR. DAVID TOVEY.—I should like to report a case which I am interested 
in observing at the present time, a young woman, twenty-six years of age, 
who all her life has wet her underelothes. Since becoming a nurse she is in the 
habit of tamponing her vagina, but if the tampon is in place for a long time and 
becomes saturated the urine runs out. I have injected indigo-carmine and find 
she has two normal ureters. I waited a half hour to find where the supernumer- 
ary ureter emptied but was unable to locate the opening. There was indigo- 
carmine in the bladder but none at all in the vagina. This patient tells me 
that after she went home she found the cotton tampon stained with blue colored 
urine. I have not had her back to finish making observations and to find the extra 
ureter. It is often difficult to find the opening of these supernumerary ureters. 
The second patient of mine of whom Dr. Furniss spoke was operated upon three 
or four times, had the vesical sphincter shortened and an interposition operation 
done, thinking that would make pressure on the neck of the bladder and cure 
the incontinence of urine. After all these procedures, a ureteral opening was 
found beneath the urethra. This demonstrates the difficulty of locating the open- 
ing in some instances. 


DR. FURNISS.—I think the radical operation as performed in the second case 
is easier than the plastie procedure used in the first case. There is no reason why 
one has to go through the peritoneum; it can be done extraperitoneally. It is 
difficult to transplant a greatly distended ureter. Should infection occur in it 
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such infection is prone to persist on account of urinary stasis. As to Dr. Tovey’s 
ease in which he has not found the opening of the supernumerary ureter, there is 
so little functioning tissue drained by such a ureter that it takes a great deal of 
time for the injected indigo-carmine to show itself. As to the operative pro- 
cedure, I think I prefer resection, for we must remember that the vessels in the 
kidney are terminal vessels and that makes resection easy. If the amount of 
kidney tissue drained by the supernumerary ureter is large, the ureter not greatly 
dilated, and infection absent, a ureterovesica] anastomosis is preferable. 


Dr. Witu1AM H. W. KNIreE reported a case of Vaginal Caesarean for 
Eclampsia. 


This patient, twenty-nine years of age, a Roumanian, para iii, 7 months’ preg- 
nant was admitted to Gouverneur Hospital with complaints of headache, and 
disturbed vision, followed by convulsions. The patient’s general health had al- 
ways been excellent; no diseases of childhood were remembered by the patient; 
she had two previous uncomplicated pregnancies and labors; no miscarriages. 

Patient was seven months pregnant and for the last 2 months had considerable 
edema of both lower extremities. She had recently called in a physician who 
took her blood pressure and examined the urine. On the day before admission 
to the hospital, she had severe headache with restlessness and disturbed vision; 
during that night she had three convulsions at home; on the next morning the 
ambulance was called and immediately after entering the hospital another con- 
vulsion lasting 5 minutes took place. Upon admission the patient’s blood pres- 
sure was 240 systolic, 144 diastolic, temperature normal, pulse 72. The eyelids 
were edematous, pupils contracted and regular, and did not react to light. The 
heart and lungs were normal; there was marked edema of the lower extremities, 
and the reflexes were hyperactive. The cervix was firm and unyielding and the 
external os admitted one finger. The urine was very dark colored, was loaded 
with albumin and showed many easts of all varieties. There was a vertex pres- 
entation of the child and the fetal heart was 160. 

Upon admission to the hospital the patient was given morphine gr. 44 and fl. 
ext. veratrum viride m. x by hypo; the veratrum was repeated in one hour and 
a hot colon irrigation of 3 gallons was given and the patient was then taken to 
the operating room where a vaginal cesarean section was done, using a filled No. 
4 Voorhees bag as a tractor, and the patient delivered of a living child with the 
aid of forceps. The convalescence from the operative procedure was in no way 
different from a normal labor, and there was no abdominal disturbance. 

One hour after delivery patient had a slight convulsion, and afterwards was 
treated with veratrum viride and morphine, alkaline carthartics, colon irriga- 
tions of soda bicarbonate 5 per cent solution; Murphy drip of glucose or soda 
bicarbonate, hot packs, imperial drink, diuretin, carbohydrate diet. 

The patient was blind for several days and the blood pressure went down 
to 138 systolic, which after delivery rose again to 188 and remained higher than 
normal for two weeks. The urine also remained distinctly abnormal for some 
time but at the end of sixteen days patient was discharged in fairly good condi- 
tion as regards her severe kidney lesion, with a cervix that had healed by pri 
mary union, but with a retroversion of the uterus for which a pessary was in- 
serted. The baby was also thriving at this time. 

It seems a reasonable proposition to state that a woman with eclampsia should 
be delivered by that method which will subject the patient to the least shock and 
the method adopted must depend upon the different factors present in the indi- 
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vidual case, depending upon the size of the pelvis, upon the rigidity and dilating 
possibilities of the cervix, upon the size and viability of the child and upon the 
condition of the mother. With a normal sized pelvis, with a small or premature 
child and where the only obstacle to a speedy delivery is a hard rigid and un- 
dilating cervix, the performance of a vaginal cesarean operation offers the 
simplest, quickest and least harmful method of facilitating delivery of the child. 
It should not be used however if the child is large. 


Dr. KniPe also reported a case of Ectopic Gestation and. Ovarian 
Abscess. 


This patient entered the hospital because she had been bleeding vaginally to 
a slight degree for a period of two weeks. She was thirty years of age, a Rus- 
sian, and had always been well except for the discomfort incident to hemorrhoids; 
she had two children, one 6 years and one 3 years and no miscarriages; her 
menstrual history had been normal in all respects up to the present trouble. 

Six weeks before entering the hospital the patient had a normal menstruation; 
when the next menstruation was due, she had some cramps in the lower abdomen 
und began to bleed slightly. She visited one of the dispensaries in this city, where 
she was informed that she had aborted and was advised to stay in bed at home 
for a few days, which advice was followed. Upon resuming her household duties 
she continued to bleed slightly and felt feverish; at this time she also complained 
of burning and difficult micturition. 

Examination upon admission showed a well developed woman with a normal 
temperature and pulse, who had a slight bloody vaginal discharge, somewhat 
dark in color. The abdomen was soft, with no rigidity but with marked tender- 
ness on slight pressure upon the left lower quadrant of the abdomen. Upon 
vaginal examination, the uterus was found to be very slightly enlarged, the right 
tube and ovary seemed normal but the left appendage was felt as a mass about 
the size of a large walnut—which upon light pressure elicited signs of moderate 
tenderness. 

Two days after admission to the hospital the patient’s temperature took an 
abrupt rise to 103° F. and ranged between 100° F. and 104° F. thereafter. The 
pulse rate ranged between 88 and 110. At the same time the small mass in the 
left pelvis grew gradually until the fifth day when it was the size of a large 
orange. The leucocyte count at this time was 22,000 with 93 per cent of poly- 
morphonuclear cells, hemoglobin 90 per cent, red cells 4,900,000. A diagnosis of 
ectopic gestation was made with the additional probability of an infected hemato- 
cele and it was determined that a laparotomy was necessary. 

Upon opening the abdomen the peritoneum showed an acute infection added 
to an old process as shown by the presence of new gelatinous exudate mixed 
with old, dense adhesions which were difficult to separate. The left fallopian 
tube showed an unruptured ectopie gestation of six weeks’ duration situated 
at the uterine half of the tube. About two ounces of foul smelling light brown- 
ish pus surrounded the left ovary and the ovary itself was a pus sac. The fallo 
pian tube and ovarian wall were extremely friable. Dense adhesions and the 
condition of the tissues made the operation difficult. The tube and ovary were 
removed and two large cigarette drains were inserted to the bottom of the pelvic 
cavity and the abdomen closed. 

The patient improved considerably for three days; then became weaker and 
upon the fifth day died, evidently from a general peritonitis. 

This case illustrates the difficulty in making a differential diagnosis between 
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ectopic and inflammatory pelvic conditions especially when both are present in 
the same case; it diso shows the difficulty of treatment in a patient with two 
pathologic conditions requiring diametrically opposite lines of attack—the ectopic, 
I believe all will agree, should be operated upon as soon as it is diagnosed—the 
inflammatory condition as shown by the gelatinous exudate, was operated upon 
too soon,—if there had been no ectopic present the best course of treatment 
would have been to wait longer before operating. 


DISCUSSION 

DR. CHARLES G. CHILD, JR.—I believe Dr. Knipe is right in thinking that 
the vaginal cesarean operation when indicated offers the simplest, quickest and 
least harmful method of immediate delivery. Of course we should use the least 
serious operative procedure when we believe that immediate delivery is needed 
in a case of eclampsia. In the last case in which I did a vaginal cesarean sec- 
tion, I was not as fortunate as Dr. Knipe. My patient rapidly succumbed to her 
eclampsia and I do not think the cesarean section hastened or retarded in any way 
her demise, nor do I feel that in a serious case of eclampsia immediate delivery 
is an advantage. I believe those cases are better treated by attempts to establish 
proper elimination than by operative measures. 

In the second case it would be interesting to know why the acute inflamma- 
tion started up after the patient was brought to the hospital. I feel that the 
fatal result was produced by the rupture of the abscess. The walls of such ab- 
scesses are often very friable, as in Dr. Knipe’s case, and I ean readily under- 
stand how an examination could easily cause a rupture. I say this not in the way 
of criticism, but if one has any idea that he is examining a ease in which there 


is an ovarian abseess he should be most gentle in his manipulations. 


DR. HERMAN LORBER.—About fifteen years ago I did my first vaginal 
cesarean section for a marginal placenta previa. This patient made an uneventful 
recovery. Last year I had two cases in which [ was not so fortunate. Both cases 
came into the hospital in coma and both ended fatally. One woman had been 
in coma for twelve hours and it was a question whether to let her alone or to 
operate. It was finally decided to do a vaginal cesarean section without an anes 
thetic. This was done and the woman died as a result of her eclampsia. The 
other patient also died as a result of the eclampsia. I think vaginal cesarean 
section has a decided field in eclampsia if one believes that evacuation of the 
uterus is one way of treating eclampsia and there is no dilatation, but most of 
us feel that the administration of morphine, ete., and waiting, is the better way 
of dealing with such cases. 

As to Dr. Knipe’s second case, while we believe that ectopic pregnancy should 
be operated upon early, I think that in the presence of an acute inflammation 
one would be justified in waiting until this had subsided. A high temperature 
may be considered almost an indication for waiting. In fact in many cases even 
without inflammation it is better to wait until the shock is over and then'to go 


ahead with the operation. 


DR. W.-H. HEALY.—The second case was so complicated that I doubt whether 
any one could have handled it in any better way. The clinical history indicated 
an ectopic gestation so the diagnosis was not obscure at the time of admission 
to the hospital. The development of the acute ovarian abscess as a complica 
tion changed the picture entirely. You cannot delay operating on an ovarian ab- 
seess. An ovarian abscess is always a great responsibility for if it ruptures it 
leads to peritonitis. Dr. Knipe really had no choice in the matter for an acute 
ovarian abscess cannot be handled like an acute pyosalpinx. An acute pyosalpinx can 
be kept waiting with much greater advantage than if operated on immediately. 
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DR. KNIPE, (closing).—It was not my intention to take up the treatment of 
eclampsia except insofar as one would choose the operative procedure which would 
add least to the burden the patient was already vearing. 

As to the treatment in the second case, if I had known as much at that time 
as I know now, I do not think I could have treated the case any better. I have 
delayed with an ovarian abscess until it almost filled the abdomen and then had 
a bad ease with which to deal, a peritonitis. In this case my diagnosis was ec- 
topic gestation with a possible secondary infection. It is sometimes exceedingly 


difficult to differentiate between an ectopic gestation and an inflammatory condi- 
tion. 


Dr. Harotp E. B. Parpre read a paper entitled Treatment of Cardiac 
Failure During Pregnancy. (For original article, see p. 620.) 


DISCUSSION 


DR. KNIPE.—I should like to ask what percentage of patients with chronic 
valvular disease give trouble before or during labor. Some years ago I used to 
be very much afraid of cases with mitral stenosis. I did not so much mind those 
with regurgitation but I felt that it was very dangerous to allow those with 
mitral stenosis to go to labor. But I have found that the cases with mitral 
stenosis have no trouble. It is rare to have an acute loss of compensation in 
these cases, so I am not as much alarmed by them as I used to be. Dr. Pardee 
mentions having recourse to cesarean section in eases of acute decompensation. 
Personally, a cesarean section would be the last thing I would want to do under 
those circumstances, because I would fear that the sudden release of pressure, 
when the child is delivered within ten seconds from the beginning of the incision, 
might cause further embarrassment to the heart. It would seem to me that the 
more gradual emptying of the uterus would be better for the heart; I would 
prefer a low or medium forceps operation, or a version. 


DR. CHILD.—The literature is unsatisfactory in regard to the study of car- 
diac cases during pregnancy, and especially during labor. I believe the functional 
efficiency of the heart, one of the most important things to consider during preg- 
nancy and labor, has been much neglected. It is a subject which often requires 
the combined attention of the internist, the cardiologist and the obstetrician. 
As obstetricians we have not given the internist sufficient material of this kind 
to work with. I am glad to hear that the Lying-in-Hospital is participating in 
an effort to study the heart in pregnancy and labor. 

The mere occurrence of abnormal heart sounds need not alarm us as much as 
formerly, now that we have a better understanding of the heart in pregnancy, 
hut it alarms the family and makes them very anxious if the obstetrician does 
not show what they consider to be a proper amount of apprehension for these 
patients. Many times inefficient hearts are no different during pregnancy than 
under any other condition. In patients with cardiac lesions labor should always 
be so conducted as not to bring undue strain on the heart. Therefore there are 
times when cesarean section should be chosen. I do not think the sudden delivery 
of the child causes any additional danger for cases occur with sudden rupture of 
the membranes in hydramnios without any serious heart changes. In fact the 
sudden change of pressure, in my experience seems to help rather than interfere 
with the heart or the ultimate outcome. Functional efficiency is the keynote to 
suecessful treatment in all eases of cardiac failure in the pregnant woman, and 
the first duty of the physician is to determine as soon as possible the degree of 
efficiency, and to recognize danger signals early. 
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We cannot judge cardiac inefficiency by the presence of abnormal signs alone, 
as these give no indication of the degree of functional efficiency or inefficiency. 
As a rule there may be little apprehension felt if the functional efficiency is 
not impaired to a greater extent than would exist with a normal pregnancy. In 
the presence of mitral stenosis the pregnancy should be allowed to continue only 
under the closest and most careful observation, and then only so long as no 
marked signs of failure make their appearance. When dyspnea is present exer- 
cise should be prohibited. When, in addition there is cyanosis and edema of the 
lungs the patient should be confined to bed and all activities restricted to the 
minimum. When the signs of failure threaten life, then the pregnancy should be 
shortened by the induction of a miscarriage or premature labor. Medicinal treat- 
ment, has not, in my hands, ever been quite satisfactory in cases of mitral sten- 
osis, but where marked auricular fibrillation is present, tincture of digitalis in 
fifteen to twenty drop doses three times a day until the pulse rate drops below 
70 has been of help. 

If the symptoms of heart failure can be satisfactorily kept in check then as 
a rule the pregnaney may be allowed to proceed, and in many such cases labor starts 
early, and is not necessarily complicated by any great strain on the heart. When 
decompensation develops during labor delivery should generally be facilitated 
by the early use of forceps if possible, and the administration of ether to avoid 
undue straining on the part of the patient. The general management of these 
cases is of the utmost importance, and the patient’s life should be regulated so 
as to avoid, if possible, even the slightest strain. Digestive disturbances, insom- 
nia and worry should receive proper recognition. 

While many a bad heart will go through a pregnancy and labor without decom- 
pensating, serious signs of failure, such as dropsy, enlargement of the liver, edema 
and erepitation at the base of the lungs, and cyanosis, should always be watched 
for. The systolic murmurs need cause little anxiety in pregnancy where there 
are no other signs, and where the patient responds to physical tests satisfac- 
torily. 

Mitral stenosis is undoubtedly a most serious heart complication of pregnancy 
and labor, and a prognosis should never be favorable except after the most ex- 
haustive functional tests have been carried out. 

Aortic regurgitation, when the heart is otherwise normal, and functional tests 
favorable, is not a contraindication to pregnancy, unless there is marked hyper- 
trophy of the ventricle present. 

Great alarm is often caused in pregnancy, and many a pregnancy forbidden or 
interrupted, because of failure to understand and estimate at their proper signif- 
icance heart murmurs and disturbance of rhythm. In this connection it might 
he well to emphasize the fact that the purely neurotic heart should never be 
taken as a contraindication to pregnancy. 

[I think Dr. Pardee knows so much about his subject that I should like to take 
this opportunity to ask his advice on a patient I saw in consultation last week. 
This woman is thirty-six years of age and has been delivered of four children 
who are all alive and well today. With each pregnancy she has had signs of 
cardiac failure. The first pregnancy terminated in spontaneous delivery with 
slight symptoms of dilatation of the heart, requiring no special treatment. In 
the second pregnancy signs of decompensation appeared during the middle part 
of the pregnancy, she then improved and went to term without further diffi- 
culty. Three years later she was again delivered spontaneously with slight 
dypsnea, and some edema of the lungs and extremities. In 1912 she was 
delivered spontaneously at term with a great deal of cardiac distress. She was 
attended by a general practitioner at this time. She suffered with dyspnea, cyan- 
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osis, and edema of the extremities throughout her pregnancy but with general 
medical care, she came through. In 1915, her last pregnancy, she developed symp- 
toms of decompensation early and these were more severe than in former preg- 
nancies. At the third month she was taken to Baltimore and the pregnancy 
terminated at the fourth month. From this she had an uneventful recovery. 
With these four children there would appear little reason for her to run any 
further risk. However, she was now married a second time and very anxious to 
have a child by the second husband. She is now six months pregnant with only 
slight symptoms. She has a mitral stenosis and a slightly dilated heart, has been 
in bed two weeks and says she feels as well as in any preceding pregnancy. I 
would like to know what Dr. Pardee would advise in this case. 


DR. SAMUEL J. SCADRON.--I would like to say a word with regard to the 


eases of cardiac decompensation during pregnancy that have improved under ap- 
propriate treatment. I think it is not advisable to permit those patients to con- 
tinue their pregnancies to full term and induce labor on them at about the thirty- 


sixth or thirty-seventh week of gestation. It is of paramount importance in all 


cardiac cases to diminish the physical and mental strain during labor. I found 


that with the use of morphine sulphate, 14 grain, at the onset of active labor, 
and small doses of scopolamine, 1 


i499 Of a grain, repeated at regular intervals as 
labor advances, we can greatly alleviate the strain of labor. Fortunately cardiac 
cases progress in labor very rapidly, and nature seems to be very kind to them 
as their cervices are usually soft and dilatable. I think therefore that with the 
analgesic effect of morphine and scopolamine we can practically terminate labor 
with the minimum shock to the patients. 

I must agree with the previous speaker in regard to performing cesarean sec- 
tion in eardiae cases with failure of compensation. I felt that the sudden de- 
crease of intraabdominal pressure would be of serious detriment to the patient. 

During my prenatal work I found a large percentage of normal cases develop 
functional murmurs in the pulmonic area. I would like to ask Dr. Pardee if he 


considers these murmurs of any significance; they are audible for a long period 
after labor. 


DR. PARDEE, (closing).—In reply to Dr. Knipe’s question, out of 2500 labors 
we have had 33 patients with heart disease, in eight of whom the condition was 
serious enough to give trouble. There were three deaths, a mortality of 40 per 
eent among the serious cases and 10 per cent of all cardiac cases. 

In doing this work at the Lying-in Hospital my attitude has been that the 
obstetricians should know more about it than I did owing to their large experience. 
However, I have seen enough to be able to draw some conclusions as to bettering 


the treatment in vogue. I have not urged much, I have mostly watched and said 


very little, but I have had the cooperation of the attending staff who have been 
very good in following the suggestions that I have made. I did not make any 
suggestions as I did not feel sure of my ground at first. 1 did not know just 
how much the condition of pregnancy changed the ordinary principles of the treat- 
ment of heart conditions. 


The great thing we have done is the work in the pre- 
natal elinie. 


We have seen these women early in their pregnancy and have 
saved some of them from severe decompensation and that is well worth while. 
It is also important to follow them after delivery. The case Dr. Child has told 
of gives me the impression that she should be allowed to continue this pregnancy 
as long as she is as well as described at present. A a rule however, the serious- 
ness of cardiac disease is greater in multiparae than in primiparae. In this case 
she apparently will have an easy delivery. Why she had the difficult time in 1915 is 
hard to say. There may have been reasons why she did badly at that time. She 
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may have had an infection or she may have been doing a great deal of house- 
work. So long as the signs and symptoms are stationary it is no harm to let 
her continue. 

As to cesarean section, I am interested to have the question discussed because 
we must reach a definite conclusion as to its effect upon the mother. We do not 
know whether or not rapid diminution of intraabdominal pressure does harm, 
but it does increase the amount of blood in the abdominal veins and that is in 
effect like a phlebotomy, a desirable form of treatment when the heart is over- 
taxed. The obeservation that the discharge of a large amount of fluid improved 
the condition of the cardiac patient was of interest. 1 have as yet no experience 
with cesarean section used in this way. Version and extraction have been done 
and also high forceps, but both of these seem to be a very severe operation to 
impose upon a cardiac patient. It may be advisable to induce labor in an inter- 
val when cardiac syptoms are more or less quiescent but that is a problem to be 
decided for each individual case. 

It has been observed that blood pressure rises during labor and mental strain 
ean be an important factor in causing this. That may be why scopolamine is 
helpful inasmuch as it diminishes mental activity. 


DR. LORBER.—Is it possible by means of the electrocardiogram or by other 
means to determine what the heart will stand? 


DR. PARDEE.—We do not think the electrocardiogram provides a method 
of determining the fitness of the heart but only gives information with reference 
to the structural integrity. A heart may be much impaired and yet be quite fit, 
or it may be little diseased and be quite unfit. We must determine fitness by the 
reaction to a test exercise. 


DR. SCADRON.—During your antenatal work did you find any functional mur- 
murs in the pulmonic area? 


DR. PARDEE.—Yes, and we have seen them persist after delivery, but, as you 
know, many of those murmurs are found in men, so they probably are not caused 
by pregnancy. 


NEW YORK ACADEMY OF MEDICINE 
SECTION ON OBSTETRICS AND GYNECOLOGY 
STATED MEETING, HELD FEBRUARY 28, 1922 


Dr. WiLLIAM E. CALDWELL IN THE CHAIR 


Dr. Henry C. Cow es presented a case of Pregnancy Following 
Cesarean Section with Subtotal Hysterectomy in a Case of Unrecog- 
nized Uterus Duplex. 


Double uterus with double vagina of equal size developed to the extent of 
functioning successfully, is sufficiently infrequent to warrant recording. Further- 
more each case seems to present certain features which are individual both from the 
standpoint of antepartum diagnosis and of obstetrical management. 

Case Report.—Mrs. X, age twenty-three, married four years, family history 
negative. She was particularly healthy and active as a child, and had no illness 
except diphtheria when 12 years old. Menses appeared during thirteenth year, 
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were regular, 28-day type, seven days’ duration with slight crampy pains just prior 
to the flow. She was married four years ago and became pregnant in August, 
1919. This pregnancy was uneventful and near the appointed time in 1920 she 
went into labor. The pains were light and intermittent for forty-eight hours, the 
membranes then ruptured and the pains became more severe. After forty-eight hours 
more of labor without progress the physician who then had her in charge decided 
upon delivery by cesarean section. At this stage it was recognized that the 
patient had a double vagina. The left side apparently ended in a euldesac. The 
right connected with the pregnant uterus, being very narrow and fibrous in the 
upper portion and apparently slightly dilated. On account of the membranes 
having been ruptured forty-eight hours and a number of examinations having 
heen made, the operator reasoned that hysterectomy after removal of the child 
would obviate potential infection. This was done. The right ovary and tube 
were not disturbed. The operator states that he found but one broad ligament 
and one ovary. The patient was advised that further conception would not occur. 
The child, a boy, was normal save for a slight deformity of the left hand, the 
terminal phalanges of all fingers and thumb being absent. Convalescence of the 
mother was normal, 

One month after delivery she menstruated normally and continued regular until 
March 6, 1921, when amenorrhea became established and was considered a natural 
sequence of the hysterectomy. But during May there was a characteristic gastric 
disturbance with enlargement and soreness of the breasts, and on July 1 she felt 
life. I examined the patient first August 17, 1921, and noted: an abdomen en- 
lurged, presenting the scar of a previous cesarean section around the umbilicus one- 
half above, one-half below. The breasts were pigmented and seant secretion was pres- 
ent. An abdominal tumor the size of a five months’ pregnancy, showed fetal move- 
ments and fetal heart sounds. The introitus was markedly discolored and separa- 
tion of the labia revealed two distinct openings, the septum between which was 
about a quarter of an inch thick and continuous to the vaginal vault. In the 
vault of the right vagina a small firm cervix could be felt. In the vault of the 
left vagina there was presented a cervix typical of pregnancy in consistency, though 
smaller than normal. Ballottement was obtained, yet the uterine sae seemed 
tense and thin. Pelvic measurements were ample. From the foregoing a diagnosis 
of pregnancy in the left half of what had been a completely double uterus was 
made, though due consideration was given to the fact that this part of the gen- 
erative tract might be little more than a tube connected with a rudimentary cervix. 
However, as the pregnant organ had developed to this stage without symptoms of 
rupture it was decided to carry the patient to term if possible and to deliver her 
again by cesarean section. 

The pregnancy developed normally, though at each observation the sense of thin- 
ness and tenseness of the uterine wall was evident. 

Delivery by cesarean section was done December 10, 1921, and when the ab- 
domen was opened the uterus which presented seemed normal in shape but tense. 
When emptied of its contents, however, and contracted the wall was seen to be 
thinner than usual and there was a distinct flattening of the right side, the side 
originally juxtaposed to its mate previously removed. This right side was devoid 
of tube, ovary and ligaments. The left side was normal in all respects. The pel- 
vis was then explored and the ovary and tube of the ablated right uterus was 
found and seemed to be normal. This child which was a female weighing 6 pounds 
12 ounces presented a slight deformity, a readily remediable left talipes ¢al- 
eaneovalgus which probably was due to intrauterine pressure. 
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DISCUSSION 


DR. H. N. VINEBERG.—I have seen several of these cases. The first was a 
woman who had had numerous pregnancies, several resulting in miscarriages. She 
was then pregnant in the left uterus and aborted at the fourth month. The vaginal 
septum was rather distinct and extended only about two-thirds the length of the 
vaginal canal. Both cervices were lacerated, making it evident that both uteri 
had been pregnant. Probably one uterus was pregnant one time and the other 
the next time. That woman showed the typical characteristics of uterus didelphys, 
she had a rather wide pelvis. I have had a patient in my private practice who, 
when she first came to me, had two distinct vaginae and two cervices, Pregnancy 
oceurred in the left side and the right uterus enlarged. During the puerperium 
there was slight rise in temperature, and I found that by pressing upon the right 
uterus I was able to expel some tissue, evidently decidua. Following this the tem- 
perature dropped and the patient had no futher fever. In her second pregnancy, 
and this occurred in the same uterus, the puerperium was afebrile the whole time. 

Only last week a patient came into my office who was thirty-one years of age 
and had had three children. She began to bleed two weeks after her last men- 
struation and kept on bleeding. Upon examination, I detected two uteri with a 
vaginal septum and pregnancy had evidently oceurred in both uteri at different 
times. She had never been told that she had this condition and was not at all 
aware of it. The bleeding came from the right cervix and as the cervix was rather 
patulous I was able to curette it gently and to remove some tissue. At her next 
visit there was bleeding from her left side and none from the right uterus. Most 
authorities deny that true uterus didelphys is met with excepting in newly born 
babies, for it is always attended with so many other vital deformities that life 
is not possible. They think the so-called didelphic uteri are merely instances of 
extreme uterus bicornus. Pfannenstiel, however, did not accept this view, for he 
reported twelve cases in adult life. 


DR. A. J. RONGY.—I do not think that uterus didelphys is so infrequent. I 
saw one case, of a woman miscarried in the fourth month, and five months later she 
gave birth to a full term child. In another case the pregnancy occurred in the 
right uterus; the left uterus enlarged and caused obstruction to the passage of 
the child. The child was delivered by cesarean section and the empty uterus was 
removed at the same time. 

I do not think the Porro operation was indicated in this case. In these patients, 
in whom many vaginal examinations have been made or who have been in labor for 
some time, and in whom infection is presupposed, I usually pack the uterus with 
iodoform gauze; that, to my mind prevents a great deal of intrauterine decomposi- 
tion and, at the same time, causes the uterus to contract, and the chances of infection 
are therefore lessened. 

It is a question whether, in view of the nistory, the second cesarean section was 
indieated, and the mere fact that the patient demanded it is certainly no indication. 


DR. W. E. CALDWELL.—It strikes me that where a hysterectomy was done 
on one side in this ease of uterus didelphys, one would probably find distortion and 
atresia of the cervix on the opposite side. Did the condition of soft parts make 
the second cesarean section necessary? 


DR. COWLES (closing).—So far as defending the hysterectomy is concerned, I 
am not defending it. I did not do the hysterectomy. That was done in another 
city. I think the cesarean section was indicated but I think there was no indication 
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fer the hysterectomy. So far as the second cesarean section was concerned, the 
uterus felt as though it would rupture. The tension was great and the wall thin. 
Furthermore she had four days of labor with the first baby with no progress what- 
soever. In the vault of that vagina there was a distinct sense of fibrosis. I feared 
rupture and did not want to take the risk of the amount of effort that would be 
required to dilate that cervix. 


Dr. Grorce L. BropHeEapb reported a case of Hydatiform Mole. 


This case is of an exceptional interest, because of the fact that in addition to 
the typical vesicular mass, a perfect fetus was found. Edgar in his textbook 
states that he had seen hydatiform mole four times in 15,000 cases of labor ob- 
served in hospital and private practice and that the condition tends to recur. In 
a personal communication Edgar also states that he has never seen a fetus with 
hydatiform mole. 

In the discussion of our case we would be glad to learn of eases of recurrence 
for in our experience we have no record of any. The condition is very rare and 
eases are still more infrequent where a fetus is found. As DeLee states in his 
work, the rule is that the fetus dies very early in pregnancy and is absorbed. This 
opinion coincides with our experience, for at the Harlem Hospital in the last eight 
years, during which time we have had about 11,000 labors and abortions, we have 
found hydatiform mole in only six cases, in only one of which a fetus was present. 
The symptoms calling our attention to the condition are atypical hemorrhage, soft 
hoggy uterus, enlargement of the uterus, in some cases beyond the known or sup- 
posed period of gestation and the appearance in the vaginal discharge of typical 
diseased chorionic villi. 

Our patient, a white primipara, aged twenty-four, came into the hospital bleed- 
ing profusely. The uterus was enlarged to about the size of a four months’ preg- 
nancy. No fetal heart could be heard neither was it possible to map out a fetus. 
The patient was put under ether,,one ¢.c. of pituitary extract was given and a 
large vesicular mole was removed together with a well-formed four months’ fetus. 
Her temperature on admission was 100° F. For several days there was a mod- 
erate rise of temperature, but the patient left the hospital in good condition on 
the eleventh day. The subsequent history was unobtainable as the woman could 
not be located. 


DISCUSSION 

DR. H. N. VINEBERG.—What is surprising to me is the small number of cases 
of hydatiform mole in so large a number of deliveries. The reason I assume 
maternity clinics see comparatively so few cases is due to the facet that they have 
a tendency to miscarry early and the patients are more likely to go to the gyne- 
cologie clinic where they are treated for early abortion. I have been particularly 
interested in hydatiform moles because of their tendency to be followed by chorio- 
epithelioma. This makes it almost a necessity in every case of hydatiform mole 
to do a vaginal hysterotomy. This may not always be necessary, but one should 
palpate the entire interior of the uterus to see that there are no growths remain- 
ing. It seems to me that in some eases of chorioepithelioma the growth is present 
at the time the mole is removed. In these cases, bleeding recurs and the uterus 
is curetted three or four times perhaps and finally when the correct diagnosis is 
made the patient is too far gone to be saved. In every case of hydatidiform mole 
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one should see that all the vesicles are removed and that there is not present a 
chorioepithelioma growth. 


DR. HOLDEN.—The reason the fetus was present was that this was a twin 
pregnancy. I have never seen a fetus with a hydatiform mole in a single preg- 
nancy. Very likely this was a twin pregnancy with the degeneration of one fetus 
and the implantation of the mole. The statement has been made that 50 per cent 
of hydatiform moles are followed by chorioepithelioma. Dr. Symmers tells me 
that at Bellevue they have had 18 hydatiform moles in five years and not a single 
ease of chorioepithelioma, 


DR. MILTON A. SHLENKER.—Within the past two years I have presented to 
this section three or four specimens of hydatidiform mole. I do not consider theit 
oceurrence as infrequent as quoted by Dr. Brodhead, I think that the most recent 
compilation of statistics on this subject show that they occur as often as 1 in 2500 
Causes. 

As to the occurrence of the fetus with the mole, I am of the same opinion as the 
previous speaker, that this fetus is one of a twin pregnancy which had not under- 
gone an absorption. This is the usual etiology of cases where a fetus is found 
with chorionic degeneration. 


DR. VINEBERG.—The statistics show that 50 per cent of chorioepitheliomata 
are preceded by hydatiform moles. Now as to what number of hydatiform moles 
are followed by chorioepithelioma; that is stated variously, sometimes as high as 
16 per cent and even higher, while others give it lower. In my nine personal cases 
of chorioepithelioma four were preceded by hydatiform moles. 


DR. BRODHEAD.—Dr. Vineberg is perfectly correct. I think the figures show 
that 50 per cent of chorioepitheliomas are preceded by hydatiform mole, but hydati- 
form moles are rarely followed by chorioepithelioma. 

Reference was made to twin pregnancy. If it had been a twin pregnancy one 
would think that we might have found a perfectly normal placenta while the other 
placenta would have been degenerated. 


Dr. Epwin C. LANGROcK reported a case of Rupture of the Uterus Fol- 
lowing Pituitrin. 


This case is reported to bring out the fact that even after the uterus has been 
completely emptied, the administration of pituitrin is not without risk, and that 
when used after the completion of the third stage, the dosage should be small. 

The patient, Mrs. M. G., twenty-seven years of age, was at term in her second 
pregnancy. During the week prior to her delivery, Feb. 4, 1919, she sent for me 
twice thinking she was in labor. On account of these two false calls, when she 
was awakened at 6 A. M. on the above date, with a slight cramp in her abdomen, 
she refused to allow her nurse to call me. Against the wishes of the patient the 
nurse called me on the telephone. While she was talking to me the patient had a 
few very mild labor pains, and the baby, weighing 8 1/2 pounds, was born. I 
arrived at the house twenty-five minutes later, and found the patient in satisfactory 
condition. The placenta was delivered easily by the Credé method. Immediately 
after the birth of the placenta, the patient received 1 ¢.c. of ‘‘infundin.’’ Fifteen 
minutes later the woman complained of a very severe pain in the left lower quadrant 
of her abdomen. Her general condition remained good, and I paid no particular 
attention to her complaint. The pain persisted, however, and shortly became very 
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much more severe. The pain was constant, radiated to the left side of her back, 
and caused her to ery out. Her pulse rate had risen to 120, and she appeared 
anxious. I gave her 1/4 grain of morphine, and 1/150 grain of atropine, hypoder- 
mically, Thirty minutes thereafter, with but slight relief of the pain, her pulse 
had risen to 140, but the quality of the pulse remained good. She was not pallid 
but appeared dusky. Her features were pinched; marked tenderness developed 
over the whole left abdomen. Another dose of morphine was administered. This 
relieved her pain, and her general condition improved somewhat. During this time 
there was no abnormal bleeding. 

About 2 Pp. M. of the same day, that is, about xveven hours after her delivery, 
the patient appeared seriously ill. Her pulse was still 140; her facial expression 
was unchanged. Her pain had disappeared but tenderness remained. ‘There was 
slight muscular rigidity, especially on deep pressure, in her left lower abdomen. 
An area of dullness on percussion had developed, whieh extended to the left flank, 
almost up to the margin of the ribs on the left side. Bleeding was normal. 

The diagnosis was made either of a rupture of the uterus, or rupture of a vein 
in the left broad ligament, giving rise to a large retroperitoneal hematoma. 

‘At 4 Pp. M., Dr. Brodhead saw the patient in consultation with me. The clinical 
picture was unchanged and the above diagnosis was considered as probably cor- 
rect. For the next six hours her condition remained practically the same. 

At 10 P. M., the patient was seen by Dr. Berg, who made a vaginal examination, 
and felt a rent in the lower uterine segment, extending out to the left broad 
ligament. She was treated conservatively with opiates for her pain and given 
general obstetrical care. 

Four days later she had a hemorrhage which was moderately profuse, but was 
quickly checked by a vaginal pack of iodoform gauze. A similar hemorrhage oc- 
curred two and a half weeks later, and another one eight weeks later. Each time 
the bleeding was so free that vaginal packing was required. 

Catheterization was necessary from the time of her delivery until she was dis- 
charged fourteen weeks later. During this time the pelvic hematoma became in- 
fected, as was evidenced by a variable fever, lasting for ten weeks. The pelvic 
abscess ruptured spontaneously and drained through the rent in the uterus into 
the vagina. 

The patient was discharged fourteen weeks after her delivery as cured. 

The interesting features of this care are the easy normal delivery without violent 
uterine contractions, the onset of the condition described, following the administra- 
tion of 1 ec. of pituitrin, the uterine rupture with the formation of a large 
retroperitoneal hematoma, the infection of the hematoma, and the spontaneous 
rupture of the abscess effecting the cure of the patient. 

In closing, I wish to emphasize the point that at all times, and even when the 
uterus is empty, pituitrin should be used with caution, and the dose should be 
small. 


DISCUSSION 


DR. H. N. VINEBERG.—The statement that a small dose of pituitrin can cause 
the rupture of an empty uterus is a very serious matter. We give pituitrin so 
often and so freely postpartum that we shall have to analyze this case very care- 
fully before we accept it as it has been given. Is it not more likely that the head 
came down abruptly and ruptured the lower segment? The child came very quickly 
and it is likely that the head tore the cervix into the base of the broad ligament 
and it took some time before sufficient blood was effused to cause symptoms. The 
dose of pituitrin would simply be a coincidence. 


| 
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DR. RONGY.—It is unfortunate that neither Dr. Brodhead nor Dr. Langrock 
examined this patient. Pituitrin does not produce a tear, as described by Dr. 
Langrock. Rupture of the uterus, due to pituitrin, usually takes place in the 
body of the uterus, or if the uterus violently contracts, when the baby is still in 
the uterus, it many tear itself away from its vaginal insertion, but it does not tear 
from below upwards into the culdesac. 

Mechanically it is impossible for the uterus to rupture when it is empty, and 
in this case the pituitrin was administered after the baby was born, The tear 
in this patient was caused by rapid labor; the child lacerated the cervix, and the 
tear extended into the broad ligaments. 


DR. BRODHEAD.—I have nothing particular to say except that the facts are 
exactly as Dr. Langrock has given them. There was a mass running up into the 
left lumbar region. We felt that it would be better to let the woman alone 
and that vaginal examination was unnecessary, Dr. Berg came up and examined 
the patient and found the rupture of the uterus, above the cervix. Pituitrin, if 
given at all, at any stage of labor, must be given in small doses. I rarely use 
more than 2 minims. I usually start with 1 minim. With doses as small as these 
we have seen no harmful results. 


DR. HERVEY C. WILLIAMSON.—I think Dr. Vineberg is probably correct. 
At Bellevue we had a ease delivered by operative means, a difficult craniotomy. 
Both Dr. Gravelle and myself introduced our hands into the uterus and were satis- 
fied that there was a rupture of the lower segment. There was not as much bleed- 
ing as in a normal delivery. No pituitrin was given. On the following day the 
patient had a temperature of 104° and a mass in the right iliac region. This 
subsided but it later became infected. I examined her and in putting my finger 
into the opening pus escaped. She then made an uneventful recovery. 

I believe that Dr. Langrock’s case would have had the same course postpartum 
with or without the pituitrins. 


DR. LANGROCK.—I do not think that either Dr. Brodhead or myself saw 
any occasion to make a vaginal examination. The patient had either a rupture 
of the uterus or a bleeding vessel and there was nothing to do but what we did 
do. If we had made a vaginal examination nothing would have been found but 
the tear going up into the broad ligament. The general surgeon did what we would 
not do, and I did not feel that he was justified in making a vaginal examination. 
Dr. Berg is quite capable of making a diagnosis and he diagnosed a rent into 
the broad ligament. The bleeding was absolutely normal throughout the whole 
affair. It seems possible that the tear might have been due to a precipitate de- 
livery, and this baby weighed more than the former one and the mother had very 
hard contractions at the time of delivery. Forty minutes later when I arrived 
She was given the dose of pituitrin and 
within ten minutes she complained of pelvic pains. She very quickly had contrac- 
tions and my feeling is that the uterus probably ruptured as a result of these 
severe contractions. 


she was in perfectly good condition. 


Dr. ARTHUR STEIN presented a paper, which was read by Dr. Langrock, 
entitled Treatment of Tuberculous Peritonitis by Oxygen Inflation 
of the Abdominal Cavity, Artificial Pneumoperitoneum, of which 
the following is an abstract: 


During the course of my studies of artificial pneumoperitoneum as an aid to 


roentgen-ray diagnosis, the idea occurred to me that oxygen inflations of the 
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abdominal cavity might be utilized therapeutically for the treatment of tuber- 
eulous peritonitis. Clinical observation had shown marked improvement in several 
children with peritonitis after the performance of one oxygen inflation prior to 
roentgen examination. 

The patient, Mrs. T. M., thirty-two years of age, was referred to me with the 
complaint of constant pain in the back and was seen for the first time on Oct. 
26, 1920. She had had one confinement several years previously and gave a his- 
tory of irregular and always painful menstruation. Urination was frequent by 
night as well as by day. 

A general examination at the time revealed the heart, lungs, and abdomen to 
be normal. Deep pressure over McBurney’s point elicited slight pain. The patient 
seemed in excellent health and weighed 156 pounds. 

Vaginal examination showed the vulva and vagina to be normal, the cervix 
pointing toward the symphysis. The body of the uterus was retroflexed and fixed. 
The posterior parametrium exhibited marked tenderness upon effort to push the 
uterus back into position. The patient was advised to have the uterus replaced 
in the normal position, and an operation was performed by me at the end of 
October, 1920. At this time the appendix was removed. At the time of operation 
there was not the slightest evidence of tuberculosis of the parietal or visceral 
peritoneum, of the omentum or of either adnexa. 

I did not see the patient again until March, 1921, about three months after 
her discharge from the hospital. At that time she complained of marked pains in 
the right lower abdomen and a sensation of fullness in the abdomen, which 
amounted to acute discomfort after eating. She did not look so well as formerly. 
She was given tonics and kept under observation. The abdominal pains became 
more severe, her abdomen increased in size and ‘night sweats made their appearance. 

On the evening of March 1, 1921, I was called to see the patient. Her tem- 
perature at that time was 105°, pulse 120. There was extreme distention of the 
abdomen accompanied by marked pain. Examination revealed the presence of free 
fluid in the abdomen, and a diagnosis of acute exudative tuberculous peritonitis 
was made. On the following day the patient was removed to the Lenox Hill Hos- 
pital and an x-ray picture taken following artificial pneumoperitoneum. Dr. 
Stewart reported that roentgenographically the case presented a tuberculous perito- 
nitis. On the following day an x-ray picture of the lungs was taken, but no evi- 
dence of pulmonary tuberculosis was found. 

The oxygen injected at the time of the x-ray examination was not withdrawn. 
Thirty-six hours later there was still some oxygen present. The whole procedure 
did not cause the patient the slightest discomfort and the improvement in her gen- 
eral condition after this single inflation was most marked. By April her tem- 
perature had dropped to about 100°. She was therefore given another therapeutic 
oxygen inflation. About 4 liters of oxygen were used. On April 5 and 11 two more 
oxygen inflations were given. The patient was discharged from the hospital on 
April 12 and from that time her temperature remained normal, Her condition con- 
tinued to appear normal during April and she promptly began to take on weight. 

Not long after, while visiting relatives in Baltimore, she had another attack. 
She was persuaded to remain in that city and to consult Dr. Maurice Lazenby, 
who later wrote Dr. Stein that he had made a diagnosis of papilloadenocystoma 
of the ovary with probable malignancy. He was unable to get into the abdomen 
through a median incision and then made a high right rectus incision. A large 
juantity of blood-tinged serous fluid with numerous flakes was found. The omentum 
was fastened firmly to the anterior wall of the abdomen. Upon exploring the up- 
per part of the abdomen he came in contact with a nodule 2 em. in diameter in 
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the omentum, This was excised. Upon further exploration numerous nodules were 
found over the under surface of the liver and as far as the finger could reach on 
the peritoneum. ‘There were numerous loops of gut adherent to the abdominal wall. 
The abdomen was then closed. Examination of the specimen showed. numerous 
easeating tubercles. 

The patient had had no other attacks and at the present time weighed 152 
pounds stripped, whereas at the time of her illness in March, 1921, she weighed 
124 pounds. 

It is clear that the pneumoperitoneal method of oxygen inflation offers a tre- 
mendous advantage over laparotomy as a therapeutic measure. The pneumoper- 
itoneal method may be employed as often as indicated, ten, twelve or fifteen times, 
while a laparotomy with its accompanying shock, may at the utmost be resorted 
to only twice. The patients experience little or no discomfort from the inflations, 
and realizing the immediate benefit, look forward cheerfully and contentedly to 
the next administration. 

Recently a child of eleven years with a markedly distended abdomen was ad- 
mitted to the Harlem Hospital. A diagnosis of exudative tuberculous peritonitis 
was made. Thus far the child has been inflated ten times with results that are 
simply amazing. 

In passing it might be mentioned that it is advisable to remove the ascitic fluid. 
It will also be found that these aseitic patients can tolerate more inflation (up 
to 5 or 6 liters of oxygen) due to the distention of the abdominal walls by the 
ascitic flyid. 

Dr. Stein believes that this is the first case to be reported in the United 
States of an apparent cure of tuberculous peritonitis of the exudative type by 
the sole means of pneumoperitoneum, 

Since completing the above report, Dr. Max Einhorn of this city had referred to 
him for examination a young Greek girl, twenty-four years of age, who was suf 
fering with a marked abdominal distention. Clinical as well as pneumoperitoneal 
x-ray examination revealed general tuberculous exudative peritonitis, So far this 
patient had received two oxygen inflations with very marked improvement in the 


abdominal condition. 
DISCUSSION 


DR. EDWIN A. RIESENFELD.—My experience with the treatment of exuda- 
tive tuberculous peritonitis is limited to one case, which Dr, Stein mentions in 
his paper. This child was admitted to the Pediatric Department of the Harlem Hos 
pital in October, 1921, and at Dr. Stein’s suggestion this method of treatment 
was tried. 

The family and previous history of ihis case has nu bearing on the present con- 
dition. The present illness began in July, 1921, with elevation of temperature, 
cough and vague abdominal pains. The patient complained also of drowsiness and 
extreme weakness. After admission the diagnosis of tuberculosis was confirmed 
by x-ray examination which showed peribronchial gland thickening. While the 
patient was in the hospital the abdomen was distended but no fluid was obtained. 
The distention quickly disappeared and the child was taken from the hospital on 
request of the parents. Subsequently the abdomen again became distended. The 
child complained of severe intermittent cramp-like pains in the abdomen. ‘The 
child’s mother has noticed that the child had fever at night. Emaciation, anorexia 
and constipation were continually present and a cough which oceurred each night 
when the child assumed the recumbent position. 
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Fxamination revealed a child with the most marked degree of emaciation I have 
ever seen. The heart was pushed upward, the apex beat being in the third inter- 
space; the heart was otherwise normal, The lungs were negative. The abdomen 
was tremendously enlarged. Organs could not possibly be palpated due to the dis- 
tention. By x-ray the peribronchial glands were seen to be thickened and the 
abdomen showed the presence of fluid. Examination of the latter negative for 
tuberculosis. The proportion of lymphocytes to polymorphonuclears was 6 to 1. 

Inasmuch as pneumoperitoneum seemed to be a rational mode of treatment, 
it seemed advisable to give the method a trial. As Dr, Stein has stated in his 
paper, some ten or twelve treatments were given and the results were little short 
of marvellous. 

In a study of the literature of the treatment of tuberculous peritonitis one is 
struck by the great number of methods of handling this condition, and one is 
forced to the conclusion that the reason of this is that no one method has been 
found suecessful. Laparotomy or operative interference should not be undertaken 
too lightly. One can perform one or two laparotomies on a case and then he is 
in the dilemma of what to do next. Some cases recover without any treatment 
whatever. Recently Rollier has treated some of these cases successfully by helio- 
therapy, but we have not the facilities for carrying out that form of treatment in 
this country. When the oxygen treatment is given the patient complains of no 
pain and no discomfort. The injection of oxygen may be repeated many times 
without harm to the patient. I cannot believe that the phlebitis from which the 
child suffered had anything to do with the first operation. The child’s temperature 
became normal after about 50 days. I have recently seen the child’s father and 
he tells me that she is out and continues to improve. 


DR. L. T. LEWALD.-—We have produced artificial pneumoperitoneum in sev- 
eral instances and there are records of thousands of eases in which the procedure 
has been employed during the last three or four years. Four fatal cases have been 
reported, two of which occurred in one hospital. One of these fatalities was due 
to air embolism and the cause of the other was unexplained, but possibly it was 
due to air embolism. Of two other accidents, one was the result of perforation 
of the small intestine which was adherent to the anterior abdominal wall. In an- 
other instance there was a puncture of the bowel. Both of these patients recovered. 
So, though the procedure of introducing air or gas into the peritoneal cavity by 
puncture is a relatively safe procedure, it is not devoid of all danger. Carelli 
demonstrated here recently the method used in 750 consecutive eases without a 
single accident. He also did a large number of air injections in the kidney region 
without accident and then had two accidents. In one ease the fatality was due 
to air embolism. The needle was introduced from behind and was accidentally in- 
troduced into a vein. The heart removed at autopsy showed distinct air embolism. 
Dr. Keyes told me he had punctured the kidney m one instance, but there was very 
little damage from that, as he removed the kidney a few days later. Thus one 
has to think of the possible accidents in employing these methods, but I think the 
benefits outweigh the slight accidental injuries that may occur. 

We had one case of tuberculosis of the mesenteric lymph nodes in which we 
were called’ upon to make an x-ray examination in order to demonstrate whether 
or not there was an intussusception. At operation the lymph nodes were demon- 
strated greatly enlarged, but they subsided afterwards. It was a little far fetched 
to think that tuberculous lymph nodes could ve cured by air injection, but this 


ease certainly was greatly benefited as a result of the laparotomy. 
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DR. RONGY.—I want to sound a note of warning that insufflation with oxygen 
or any other gas is not without danger. I performed a large number of intra- 
uterine insufflations for the purpose of testing the patency of the tubes. In one 
ease I introduced 300 ¢.c. of oxygen, which is not at all a large amount, and as soon 
as the patient assumed the erect position, the gas evidently pushed up the 
diaphragm, embarrassing the heart action, and she went into collapse. For a few 
moments it appeared that death was imminent. 

We must be very careful with this method of treatment, especially in patients 
who are obese; some of these patients do not seem to bear this method of treat- 


ment as well as the patients who are normal weight or underweight. 


DR. F. J. HOLDEN.—In our interview with the patient we have elicited the 
information that only a few weeks elapsed between the time of the original in- 
jection and the operation in Baltimore. It was a matter of eight months after the 
operation until Dr. Stein saw the patient again, during which time she became al- 
most entirely well. There was an eight months’ interval between the operation in 
Baltimore and the final injection of oxygen. Was the patient cured by the opera- 
tion or the oxygen inflation? I believe this method which Dr. Stein has described 
has a great deal of value, but the facts as they have been given place the credit 


of the cure to the operative procedure rather than to the oxygen inflation. 


DR. E. W. HOLLADAY.—TI shall have to agree with Dr. Holden that the opera- 
tive procedure is what effected the cure in this case and not the oxygen insufflation. 


DR. LEROY BROUN.—As the reader of the paper has said, this is not a new 
method but one that has been tried out for several years. Dr. Shively, a specialist 
on tuberculosis, some six or eight years ago, showed a patient as cured by this 
treatment of transperitoneal oxygen inflation. Dr. Shively stated at the time that 
the patient was free from any evidence of tuberculosis at the time of his presenting 
her. He stated that the treatment was being tried out at tuberculosis sanitoria 
with hopes of proving its value. There were two classes of tuberculous peritonitis, 
namely, those in which a plastic form of the disease predominates and there is 
little fluid. In that class of cases oxygen inflation would be of doubtful benefit 
since in using oxygen in such a case there is a possibility of injuring the intestines 
on account of the fixation due to adhesions, But in the other group where the 
abdomen was much distended and one had reason to think the intestines were 
pushed back and the fluid was on top, I think this is a safe procedure and well 
worth trying. Repeated injections would depend on the amount of recurring fluid. 


DR. REED.—Was there any way of knowing whether this was the bovine or 
the human form of tuberculosis? In Edinburgh, surgeons open the abdomen and 
resect portions of the bowel and cecum for tuberculosis, while in London they 
will not attempt to open the abdomen. The reason is because in London it is the 
human tubercle, while in Edinburgh it is the bovine. Is there any reason for say- 
ing whether this was human or bovine tuberculosis? 


DR. RIESENFELD.—Intestinal tuberculosis in this country is usually of the 
bovine type. Unfortunately a bacteriologic examination was not made in this case. 

The case which I presented was treated by tapping and injections of oxygen 
through a needle. It is quite true that a great number of these cases get well 
themselves. In the plastic type of the disease operation should not be attempted. 
If the bowel is torn and a fistula results, this is certainly worse than the original 
condition. In our case the number of injections was governed by the temperature 
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as we had nothing else to guide us. The child stood the inflation well, and when 
the temperature fell to normal and the abdomen became flaccid and normal we 
ceased giving the inflations. The improvement in this child in ten weeks was 
amazing. From a wretched, emaciated child with no appetite she was changed 
to an almost normal child with a hearty appetite, and gaining in weight. 


OBSTETRICAL SOCIETY OF PHILADELPHIA 


MEETING OF DECEMBER 1, 1921. 


Dr. WiLuiAM P. Graves, of Boston, by invitation, addressed the Soci- 
ety on The Ovarian Function. (For original article, see p. 583.) 


DISCUSSION 


DR. BARTON COOKE HIRST.—It is interesting to contrast the views of Dr. 
Graves with those of Dr. Bell and of Dr. Polak, I have long believed that we strove 
to retain ovarian tissue when it had better beer removed. In my early career I 
first sacrificed ovaries too inconsiderately and then went to the other extreme to 
save ovarian tissue. I have been obliged to reopen the abdomen of a number of 
women after my own previous operations and after operations by other surgeons, 
to remove degenerated ovaries and I have now come fairly close to the opinion 
that I understand Dr. Graves holds, but we should remember Dr. Bell’s experience 
with transplanted ovaries and Polak’s advocacy of preserving the circulation of 
the broad ligaments. 

I agree with Polak that if one can preserve the circulation of the broad liga- 
ment intact, ovarian tissue may be left with impunity. If the incision in the 
broad ligament is made so there is no interference with uterine and ovarian anas- 
tomosis, there is little likelihood of subsequent degeneration of the ovary. So if 
practicable it should be done. It is easy enough to take the ovaries out, but not 
so easy to put them back again, 

Dr. Blair Bell’s technic should receive wider trial than it has. His observations 
have extended over five years of cases in which he buried a segment of the interior 
of an ovary in the rectus muscle without exciting hemorrhage. In the great major- 
ity of these cases he has preserved the menstrual function. It is often important 
to do so from the psychological point of view. I know of three private patients 
who are in insane asyluins in consequence of an operative menopause, which ac- 
centuates to the patient’s mind the fact that she has been mutilated and unsexed. 
For this reason it may be important to conserve menstrual function by Polak’s 
plan or if that is not practicable, by Bell’s. Take another instance: I recall a 
young girl on whom I operated quite early in life, before she married, removing 
both tubes for gonorrheal infection but leaving both ovaries. She made a perfect 
recovery, married happily and ten years later consulted me as to the possibility 
of conception, stating that she was now reconciled to the thought of sterility but had 
she been aware at first that she had been mutilated and rendered ineapable of bear- 
ing children, it would have prevented her marriage and spoiled her whole life. 
These psychologic considerations, therefore, deserve attention as well as the physical 
results of the operation. I was particularly interested in the statements about the 
physiological activity of the cells in the ovarian residue. I have always believed 
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that the corpus luteum was the source of the internal secretion of the ovary, but 
from what Dr. Graves has said, we must evidently pay more attention in our en- 


docrine treatment, to the product of the whole ovary, 


DR. JOHN G. CLARK.—Dr,. Graves’ very interesting address, in which he lays 
much stress, and properly so, upon the embryological derivations of the ovaries, 
brings to my mind a series of injection experiments which were carried out by me 
under Dr. Mall and later under Professor His, on the cireulation of the ovary. 
By tracing back the embryo to the earliest period when it could be successfully 
injected, at the time when the germinal hillock was well defined on the wolffian 
body, I found the circulation of the ovary and testicle diametrically opposite. In 
other words, at the earliest priod in fetal life, the sex of the embryo could invari- 
ably be ascertained with absolute precision by the way in which the arteries were 
distributed. The ovarian circulation enters the germinal hillock at its base, pene- 
trates the mass of epithelium and branches fan-like, dividing and subdividing the 
ovary into its final primitive follicles, leaving the terminal capillary branches in 
the tunica albuginea, or fibrous covering of the ovary. Quite to the contrary is 
the circulation of the testicle. The spermatic artery courses over the dorsum of 
the testicle and surrounds the organ with rib or hoop-like laterals, which send their 
twigs into the depths of the organ and terminate as capillaries in the very center. 
I do not dissent from Dr. Graves’ theories, but I must say that I cannot make 
these observations coincide with them. In other words, Phliiger’s theory was similar 
to that reviewed by Dr. Graves, namely, that the follicles are formed from egg 
cords or tubes which penetrate the mass of germinal epithelium whereas Waldeyer 
believed that the egg cells were divided first into fan-like compartments by the in- 
thrust of blood vessels and connective tissue into the general hillock, thence further 
subdivided into the primordial follicles. My observations in the development of 
the ovarian circulation were very convincingly in favor of the latter, hence, | 
would like to be convineed as to Dr. Graves’ interpretation of the origin of the 
follicles and the interstitial cells. Dr. Graves quite properly says that Dr. Charles 
C. Norris and I will be difficult to convince that the conserved ovary in a young 
woman in the absence of the uterus is of no value. We have studied a comparative 
set of cases, comprising over a hundred, and we feel certain that a conserved 
healthy ovary is of vital import. But, in full justice to Dr. Graves’ viewpoint, 
we find as a result of our comparative statistics in women of equal decades that 
the tcmperamental equation is more important than the age factor in this estima 
tion. Our statistics seem to show that the menopause in its mildness or severity 
is not so intimately associated with the age factor. In other words, we feel, that 
given equal ages, women upon whom a hysterectomy is done and yet possess a con- 
served ovary will in the aggregate, suffer far less than those in whom a total abla- 
tion has been performed, but there are interesting temperamental variations which 
are not dependent upon the age factor. Thus, a highly strung woman of the nervous 
type may go through an exaggerated menopause at forty-eight years of age, where- 
as a woman of thirty years of the well poised type may suffer only fleeting symp- 
toms of the change of life. We consider the atrophy of the vagina which almost 
invariably occurs in young women who have not borne children of very serious 
portent if she is married, rendering her sexual life a burden or making it im- 
possible. By our own experience, we must be guided, and while I concede to Dr. 
Graves his viewpoint, because I know that he is a careful observer, I cannot 
accept it fully, and yet he has so carefully qualified it and hedged it about with 


qualifying conditions that after all, we are really not so far apart as would ap- 
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pear if both of us spoke without these limitations. As we have reached our con- 
clusions after a clinical retrospect of our comparative statistics, we are confirmed 
in our belief in the value of the conservation of normal ovaries, but, to reiterate, 
we do not rest our views upon the age factor so much as upon the temperament of 
the patient. The woman of the highly wrought type should have the benefits of 
ovarian conservation even at some pathologie hazard. 

DR. RICHARD C. NORRIS.—I shall have no remarks to make on the embry- 
ological, since I wish to discuss the elinical side. What Dr. Hirst has said is true, 
but it does not bear directly on Dr. Graves’ paper. The technic of Polak or the 
method of Bell would be applied to the cases which Dr. Graves brought out as 
cases in which we should preserve ovarian function and is not the question at issue. 
The question at issue is what shall we do practically in women with inflammatory 
conditions, on the one hand, and fibroids on the other, in regard to conservation of 
their ovarian function? Should procreative or endocrine value of the ovary dom- 
inate our action? Does the endocrine value cease after a certain age? I 
have had to gather my knowledge individually, working it out for myself, 
as we all do and I must say, in retrospect, that as I have seen my cases, 
studying them in detail, they have been true as to what Dr. Graves has said. My at- 
tempts at conservative surgery of the ovary have been based on the reproductive 
rather than the endocrine value of the ovary. In younger women it has always been 
my aim to save the ovary not only for its reproductive power, but also for its en- 
docrine value. I am very glad to hear Dr. Graves present and defend his opinions, 
I have had some fortunate and unfortunate results in the attempt to conserve the 
ovary. The method of Polak and the method of Bell will help us in that group in 
which we preserve ovarian function primarily for its endocrine value. Dr. Clark 
and Dr. Charles Norris and Dr. Graves have analyzed series of cases and have had 
their opinions verified. Statistical studies of after results will be prejudiced by 
what you want to find by your studies, however scientifically they may be carried 
out. This applies to Dr. Graves as well as Dr. Clark and Dr. Norris. If they want 
to prove that the saving of ovaries is of sentimental value only, they will prove it. 
If they want to disprove it, as Dr. Clark has done, they will disprove it. The real 
erux of the matter is what shall we do in pelvie inflammatory cases? What shall 
we do in fibroid cases? It is a great satisfaction to me to feel in the presence of 
a serious inflammatory lesion in a mature woman that I can remove the ovaries 
and not do the patient harm, since I believe it is wise to remove an infected uterus 
and by that removal I destroy reproductive function. It is a great satisfaction to 
have Dr. Graves’ dictum that I may remove the ovaries in a woman past thirty 
and not do her any endocrinal harm because I know I will do her a great deal of 
good in euring the pain and other distressing symptoms that follow leaving partly 
diseased ovaries. On the other hand, if it is a fibroid to be removed, this com- 
munication of Dr. Graves strongly favors myomectomies, and it stimulates me to do 
more myomectomies. The more I do myomectomy the more I am satisfied with it 
even on pregnant women. In those cases in which the uterus is studded with fi- 
broids and we know we must remove the uterus, the surgical problem will be more 
simplified by what Dr. Graves teaches than by what Dr, Clark teaches. If we can 
feel that after the woman is mature, her ovaries only have a reproductive value, 
it certainly simplifies our treatment and I trust further investigation will main- 
tain Dr. Graves’ theory. It is a great satisfaction to me; it has confirmed my 
opinion of the unsatisfactory results of resection. Even with technie which pre- 
serves ovarian circulation, the tendency is to atrophy; it is a great satisfaction 


to hear Dr. Graves’ paper and realize we have not done these women injury by 
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removing their ovaries. As to the sentimental side of this, and the views of the 
laity, we are partially to blame, if with uncertain knowledge, as in the past, we 
permit the layman and rank and file of the profession, to state that a woman is 
wrecked and whiskers will grow on her face whenever her ovaries are removed. If 
we let such doctrines go forth the majority will feel that way. If Dr. Graves is 
correct, and we can say with authority, that after a certain time a woman may 
lose her ovaries and the only penalty she pays is that she cannot procreate, 
a great many women with or without children will be blessed both in mind and 
body. The crux of the matter is, are the ovaries valuable to the woman when she 
is mature, in any respect other than reproduction? Dr. Graves’ study tends to 
prove that after that period she is not damaged by the removal. That is a great 
consolation to me because in such cases I take them out. When they are not 
mature women or the uterus is preserved, I have done the conservative operations 
of resection and I must say sometimes pregnancy has occurred, but more often the 
other story is told and she comes back with pains and aches requiring further 
operation. If we feel we can remove ovaries and do no harm, except take away 
reproduction, in our pelvic inflammatory cases at least, Dr, Graves has fortified 
my belief and I shall go forward in my work in the future more determined than 
ever and say to the patient, ‘‘Disease has taken from you your power of repro- 
duction, what I shall do will relieve you from pain and suffering and enable you 
to do your work.’’ I welcome his address and think it one of the best things 
heard here in a long time. It helps to clarify my ideas which means in the future 
I shall do more and more of what I have done in the past, with more assurance 
that the reproductive function of the ovary, in a physiologically mature woman, is 


its dominant function. 


DR. G. BETTON MASSEY.—I have been trying to make up my mind whether 
Dr. Norris was Pickwickian in his remarks or not. I agree, on the contrary with 
what Dr. Hirst had to say on the subject of removal of ovaries, for this is not 
the first time this question has been discussed in this Society. I can recall an 
occasion about twenty-five years ago when the late Dr. Goodell took part in a 
discussion on the result to the woman of the removal of her ovaries. Dr. Goodell 
was an older man at that time than the reader of the paper, and he repeated thre: 
cycles of his own personal opinion, which had either been printed in his book, or 
uttered on the floor of this body. As I recall it the first was that there was little 
or no effect upon a woman due to the removal of her ovaries. He referred this 
opinion back to his early operative career, and as you all know Dr. Goodell was 
a very active operator. He probably had not operated many times when he an- 
nounced that opinion. His second opinion, quoted at this time as having been an- 
nounced later, was that there was considerable influence upon a woman. Then he 
gave his final opinion—the man who did the greatest number of operations of 
this character in the city of Philadelphia at that time—that it had a most profound 
influence upon a woman’s nature in every characteristic. He did not say that she 
grew whiskers or anything like that. In fact that is something new to me. But 
I have seen a number of women who have gone to the insane asylum as the result 
of the removal of the ovaries, one, unfortunately, at my own advice. I have been 
physician to a number who did not go to the insane asylums but whose condition 
mentally and physically and nervously was most deplorable. I feel very strongly 
on this point, and it is accentuated by another remark of the reader of the paper, 
that the only way to treat hemorrhages of the uterus in the absence of fibroid 
tumors is by hysterectomy or radium. For thirty years I have been demonstrating 
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in a very quiet way, after getting somewhat tired of talking before this body, that 
that can be done by the Apostoli treatment. I fear the reader of the paper never 
heard of that treatment, now supplemented by deep x-ray therapy. It was simply 
the intrauterine anodic direct current, given with no destructive but constructive, 
ideas for the cure of disease. I dispute the correctness of the statement made 


by some one that it was not possible to remove the disease without removal of the 
ovaries. 


DR. GRAVES (closing).—The oceurrence of insanity after hysterectomy has 
in my experience been infrequent. I have encountered only two such cases. Both 
patients became insane immediately after operation as the result of shock, but 
both had histories of mental unbalance at previous periods in their lives. Both 
recovered completely. Regarding patients who become nervously upset by the con- 
templation of the loss of their organs, I intimated in my paper that this outcome 
is usually due to domestic influence. Dr, Hirst’s case is an excellent illustration 
of this point. A husband sometimes employs the fact of a radical operation 
performed on his wife as an excuse for personal abuse or as grounds for divorce. 
A nervous and mental reaction on the part of the wife is under such conditions in- 
evitable. The sentimental or domestic situation must always be taken into care- 
ful consideration by the surgeon, and is often a great weight in determining the 
proper procedure during an operation. 

[ am very glad to defer to Dr. Clark’s observations regarding the embryonic 
blood supply of the sex glands and their sex differentiation. Dr, Clark by his 
excellent early investigations on this subject is an authority, his work having had 
world wide recognition. To what he says however with reference to Waldeyer’s 
theory of the invasion of the sex gland by the mesonephric tubules I am unable 
to agree. The statement that I made has the authority of many of the later 
writers. In my own study of early human embryos I have been unable to detect 
any suggestion of such an invasion. In other words it seems to be generally ac- 
cepted at the present day that the vestigia found at the hylus of the ovary, are 
not wolffian rests but are in reality relies of the early cordlike invasion of the 
germinal epithelium. This of course has a most important bearing on the question 
of the histogenesis of ovarian tumors. 

I was extremely interested in Dr. Norris’ remarks and am especially grateful 


to him for so forcibly supporting my contentions regarding ovarian conservation. 
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Biedl, Peters and Hofstatter: Studies on Implantation and the Further Develop- 
ment of the Ovum in the Uterus. Zeitschrift fiir Geburtshiilfe und Gynik- 


ologie, 1921, Ixxxiv, 58. 


The experiments of the authors were made upon rabbits and sought to determine 
the influence of the ovary and particularly the corpus luteum upon the implantation 
and further development of fertilized ova. In this animal follicle rupture and the 
consequent development of a corpus luteum follows only upon coitus. Fertilized 
ova from one animal transplanted therefore into virginal animals or into those 
which had not recently had intercourse, were entirely removed from the influence 
of the corpus luteum. In the earlier experiments, attempts were made to transfer 
by forceps or other instruments, fertilized ova from the tube of one animal to 
that of the other, but this involved too much trauma and none of these ova de- 
veloped. Soon it was found that at a slightly later period, when the ovum had 
descended into the uterine cornu, but had not yet been firmly implanted, it could be 
easily obtained by gently washing the cavity with normal salt solution and could 
then be placed directly into the uterine cavity of the second animal through a 
hysterotomy incision. The experiments on virginal animals were uniformly un- 
successful, possibly because the uterine mucosa of these animals was not sufficiently 
developed. In animals which had borne young but had not recently been pregnant, 
the results were in most cases unsuccessful. However, in one case further develop- 
ment to a considerable stage seemed to take place, when later, death of the ovum 
occurred. The authors conclude from this case that a fresh corpus luteum is not 
absolutely essential to implantation of the fertilized ovum. They suggest that pos- 
sibly the presence of the fertilized ovum may lead to a reactivation of the corpus 
luteum of an earlier pregnaney; which might then exert its usual influence. 

Other experiments were made with implantation of fertilized ova into uteri of 
puerperal animals which had been castrated immediately after delivery, or at the 
time of transplantation; into animals with ovaries damaged by x-ray, and into 
animals already pregnant, either retaining or destroying the animal’s ovary, de- 
veloping ova. In one puerperal animal the implanted ovum developed into a 
fetus which was born—this animal’s ovaries showed no active corpora lutea. Others 
developed to a certain stage and then regressed or formed the so-called placentoma. 
The authors believe that the fertilized ovum itself may exert a very similar stimulus, 
possibly not purely hormonal in character, to that usually ascribed to the corpus 
luteum, which may in a certain sense be considered a function of the ovum. 

Attempts to stimulate a decidual reaction in the uterus by trauma, they found 
with Leo Loeb, were successful only in the presence of corpora lutea. Transplanted 


668 


| 
| 
| 
| 

t 


REVIEWS AND ABSTRACTS 669 


fetal or placental tissue, however, caused decidual reaction, not only at the site 
of its implantation, but also elsewhere in the uterus. In certain of these cases, 
however, there seemed to be a reactivation of old corpora lutea by the presence 
of this tissue. 

The authors give data on fertilization and migration of the ovum in rabbits which 
they feel may be of value to others who wish to undertake further experimental in- 
vestigation. MARGARET SCHULZE. 


MacKenzie, W. R.: The Re ation of the Corpus Luteum to Menstruation and 
Pregnancy. British Medical Journal, March 4, 1922, p. 343. 


The author reports several cases from which he draws the following conclusions: 
(1) Injury to either a true or false corpus luteum will simulate a ruptured extra- 
uterine gestation; (2) Injury to a true corpus luteum will bring on an abortion, 
and (3) Rupture of a false corpus luteum will bring on menstruation and its ac- 
companying ovulation. F. L. ADAIR. 


Oliver: Human Gestation and Our Embryological and Morphological Data. 

Edinburgh Medical Journal, 1921, xxvi, 245. 

The author emphasizes that fertilization and the onset of gestation are not 
coetaneous phenomena. Fertilization we now know may take place at any time 
from the cessation of one period up to two days before the onset of the next. 
Gestation does not begin at the end of the last full period. In the two days 
preceding a period the uterus is in a condition to receive the fertilized ovum. 
Gestation begins, therefore, at this time and the period is held in abeyance. We 
are in the habit of reckoning the period of gestation from the last menstruation 
only because we make allowance for the time up to two days before the first 
missed period. If the woman is not of the 24 to 28-day type our method of 
figuring is of no value. The old practice is unscientific and the author criticizes 
its use by embryologists and physicians. H. W. SHUTTER. 


Frank and Nothmann: The Value of Renal Glycosuria of Pregnancy in the Early 
Diagnosis of Pregnancy. Miinchener medizinische Wochenschrift, 1920, lxvii, 
1433. 

Pregnancy being frequently accompanied by an absolute renal glycosuria, i.e., 
sugar found in urine, but blood sugar normal, the authors attempted to produce a 
glycosuria in women in early pregnancy whose blood sugar and urine were normal. 
The method employed was first to examine the blood sugar and urine to see that 
they were normal. The bladder was catheterized, 100 grams of grape-sugar in 
350-500 ¢.c. of tea were given by mouth, and after thirty minutes the urine was 
examined at 15 minute intervals for sugar. 

The reaction was positive in 30 cases in the first trimester, negative in three 
eases of suspected pregnancy which later were found to be not pregnant. The 
reaction is positive in the first week of pregnancy. In two cases clinically diag- 
nosed tubal pregnancy, the diagnosis was confirmed in one by means of this 
test, (later at operation found to be correct), and diagnosis held in reserve in 
the second (operation showed bilateral cyst). 

The authors conelude: (1) An alimentary glycosuria was without exception pro- 
duced in 30 pregnant women in the first trimester. (2) The renal glycosuria may 
be employed in the early diagnosis of pregnancy immediately following the cessa- 
tion of menstruation, when the clinical signs are as yet insufficient for positive 
diagnosis. (3) Starch will give the same results in about 60 per cent of cases. 
(4) The experimental alimentary glycosuria also points the way to an early diag- 


nosis of ectopic pregnancy. S. B. SoLHAuG. 
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Kamnitzer and Joseph: Biologic Diagnosis of Pregnancy, Therapie der Gegen 

wart, 1921, Ixii, 321-24. 

Frank has found that in pregnancy the ingestion of 100 grams of glucose suffices 
to produce glycosuria, and with Nothmann he has applied this phenomenon as a 
means of diagnosing pregnancy earlier than it can be detected by physical findings. 

Following Frank’s lead, Kamnitzer and Joseph devised an acceptable test meal 
of 75 grams raw weight of rice, 100 grams of cane sugar, with tea ad lib, and 
produced glycosuria in 20 cases of pregnancy, of which 5 were in the first month 
and one was confirmed as a tubal pregnancy. In 30 nonpregnant females, no gly- 
cosuria resulted. When only 75 grams of cane sugar were used, results were. not 
consistent. In half of 20 eases the blood sugar exceeded Frank’s limit of 0.19 
per cent, the maximum being 0.26 per cent. 

They then experimented with phloridzin. ‘‘While the majority of healthy per- 
sons excrete no sugar after injection of 2.5 mg. of phloridzin, the injection of this 
amount into the pregnant apparently regularly produces a definite glycosuria within 
half an hour.’’ This amount produced no response in 10 men, and a response in 
only 7 of 70 nonpregnant women; and in most of these 7 cases the response was 
delayed until an hour to 1% hours after injection. Of 30 pregnant women, most 
of them in the first month of pregnancy, all responded within half an hour. In 
9 eases of abortion the test became negative within 10 days. In the cases tested 
during menstruation, no glycosuria resulted. 

The authors conclude that a positive test is therefore a strongly presumptive but 
not infallible sign of pregnancy, while a lack of response within two hours ex- 
cludes pregnancy. The test is made with 2.5 ¢.c. of a fresh 1 per cent solution 
of phloridzin prepared with the aid of heat. The substance precipitates in the 
cold. The injection is intramuscular and evokes at most a transitory smarting. 

RAMSAY SPILLMAN. 


Niirnberger: Utilizing Renal Glycosuria in the Early Diagnosis of Pregnancy. 


Deutsche medizinische Wochenschrift, 1921, xlvii, 1124. 


Frank and Nothmann first called attention to a low sugar tolerance in the first 
months of pregnancy and, in a certain proportion of patients, also in the later 
months. Since a low sugar tolerance exists also in other diseases, such as dysfunc- 


tion of the liver, thyrotoxicosis, latent diabetes and, at times, in neurasthenia, it 


is, in itself, not pathognomonic. However, in these conditions there is an accom- 
panying increase in the blood sugar which does not exist in pregnancy. This work 
has been substantiated and amplified by other observers of which Niirnberger is 
one. He sums up the matter as follows: If 100 gm. of glucose are given to a 
woman and thereupon sugar appears in her urine, a test for blood sugar should 
be made under the same conditions. If her blood contains less than 0.19 per cent 
of sugar, she is certainly pregnant. If it contains more, she is suffering from one 
of the other conditions. During the second and third months, normal sugar toler- 
ance would exclude pregnancy. 

Niirnberger found that after abortions in the second and third months the test 
was positive as long as the greater part of the placenta remained attached to the 
uterine wall. After the placenta was removed, the normal tolerance returned after 
a day or two. In extrauterine pregnancy the test was found positive in those 
cases where a considerable portion of the functionating placenta remained attached, 
or within a short time after its destruction. In two cases of eclampsia the sugar 
tolerance was found to be very low. R. E. Wosus. 
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Seitz and Jess: Renal Glycosuria of Pregnancy in the Diagnosis of Pregnancy, 
Miinchener medizinische Wochenschrift, 1922, Ixix, 6. 


In following up the work of Frank and Nothmann (experimental glycosuria in 
diagnosis of pregnancy) the authors find: In about half the cases of pregnancy 
the administration of one hundred grams of grape sugar gives rise to a glycosuria 
without an abnormal increase of the blood sugar; the test is not constant in the 
early months of pregnancy, and almost always fails in the last two or three months; 
the test can only be considered a probable sign in the diagnosis and differential 
diagnosis of pregnancy. S. B. SoLHAuG. 


Kast, L., Wardell, E. L. and Myers, V. C.: The Significance of Small Amounts of 
Sugar in the Urine. American Journal of the Medical Sciences, 1920, elx, 
877. 

Clinical interpretation placed upon glycosuria has progressed during the past 
few years. 

With a delicate quantitative test for sugar, developed by Benedict and Osterberg, 
hourly variations of sugar output are detected in normal individuals. Such tests 
show increased output two or three hours following ingestion of food. In diabetics 
the relative increase in excretion of sugar is much greater at these times. 

Conclusions: Sudden new appearance of sugar is rare. Occasional careful 
quantitative estimations of sugar output in 24 hour specimens are more valuable 
than daily routine qualitative estimations in treatment of diabetics. Routine 
qualitative estimations on morning specimens or specimens taken at random may 
be quite misleading. J. WARREN BELL. 


Bartholomew, Sale and Calloway: Diagnosis of Pregnancy by the Roentgen 
Ray. Journal American Medical Association, 1921, lxxvi, 912. 


Centers of ossification develop in the clavicles of the human fetus in the sixth 
or seventh month and, soon thereafter, in other bones. This fact, which is quite 
constant, has led to the attempt to diagnose pregnancy by means of the Roentgen 
ray. While Edling has succeeded in demonstrating parts of the fetal skeleton 
in wtero as early as the end of the fourth month, the authors were unable, even in 
the most favorable eases, to demonstrate pregnancy by this method before the fifth 
month, and then only in one-third of the cases examined. During the sixth month, 
one-half of the cases examined were positive. _ BR. E, Wosus. 


Corner: Internal Migration of the Ovum. Johns Hopkins Hospital Bulletin, 
1921, xxxii, 78. 


Corner says that with the rarest exceptions all human cases of migration of the 
ovum are explained by the external route (where the ovum passes from the ovary 
into the abdominal cavity and thence into the opposite tube). He cites the case 
of Andrews (1912) as the most satisfactory instance of internal migration where 
one of twin embryos was interstitial in the right side and one normally implanted 
in the uterine cavity, in a woman whose right tube and ovary were absent. In 
his work on the pregnant sow, he found (1915) that one or more ova migrate in 
at least one third of all cases. In the pig the number of corpora lutea probably 
represents accurately the number of eggs which are discharged into the Fallopian 
tubes at the ovulation which gave rise to the pregnancy. In examining the ovaries 
and uteri of 545 pigs he found that internal migration (where the ova pass through 
the homolateral tube into the uterus thence to be implanted in the opposite uterine 
cornu or tube) was the rule. He offers the hypothesis that internal migration in 
the sow is under physiologic regulation for useful ends, which hypothesis was ful- 
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filled in 84 out of 113 eases with 29 trivial deviations. He thinks the embryos are 
shifted by the peristaltic action of the uterine musculature. Clinically, he states, 
the internal migration of the human ovum is to be regarded as occasionally pos- 


sible, more especially perhaps in multiple gestation. C. O. MALAND. 


Litzenberg: Blood Pressure in Pregnancy. International Clinies, 1917, iv, 


Series 27. 


Based upon the results obtained in a study of 528 cases, Litzenberg urges the 
taking of the blood pressure in every pregnant woman. He advises beginning early 
in pregnancy, since a gradual rise is of more importance than a relatively high 
blood pressure by itself. He has frequently found a rise in pressure to precede 
the appearance of albumin, in fact, an increasing hypertension was not always 
followed by an albuminuria. In this connection it is noted that eclampsia can 
ceeur without albuminuria or hypertension; however, this is rather infrequent. 

Of patients with a systolic pressure of from 130 to 140, 3 per cent had other 
symptoms of toxemia; of those between 140 and 150, 9 per cent were toxemic; 
of those between 150 and 160, one-third were toxic. This ratio steadily increases 
and it is assumed that all classes showing a systolic pressure over 180 are definitely 
toxie. 

Litzenberg does not find the diastolic pressure of any diagnostic value. The 
pulse pressure, he thinks, may be of prognostic value as well as a guide to proper 
treatment in cases of actual eclampsia. Low blood pressure indicates asthenia, the 
eause of which should be looked for and remedied on general principles. It is 
also not to be forgotten that hypertension may be due to other causes, such as 
chronie nephritis, which should be looked for. R. E. Wosus. 


Didier and Philippe: Hemolytic Reaction in Normal Pregnancy. Presse Médi- 

eale, 1921, xxix, 473. 

In this work the authors followed out the method advocated by Widal. They 
studied leucopenia in 26 women following the administration of 200 grams of 
milk. As a result of these observations they concluded that 35 per cent of the 
women showed some insufiiciency in the capacity for protein assimilation. They 
also studied arterial tension and found that in two-thirds of the cases the arterial 
tension was lowered. In six cases out of eight there seemed to be a parallelism 
between the lowering of arterial tension and the modifications of the leucocytic 
formula. They were not able in nine instances to establish any relationship be- 
tween the presence of urobilin, biliary salts of urine, the coefficient of Millard, and 
the hemolytic reaction. With their experiments on the administration of glucose 
they found that pregnant women react somewhat similar to diabetics and they 
concluded that their experiments confirmed the idea of hepatic insufficiency in a 
certain number of pregnant women. This insufficiency may or may not be parallel 


with insufficiency in assimilating proteins. F, L. ADAIR. 


Reynals: Intrauterine Anaphylaxis; Relation of Anaphylaxis to Pregnancy. 
Revista Espaiiola d’ Obstetricia y Ginecologia, 1920, v, 458. 


Brief review of literature: anaphylactic heredity, or transmission of anaphy 
lactic hypersensitization from mother to progeny said to have been demonstrated 
first by Belin (C.-rend. Soc. de Biol., 1910). Report of animal (guinea-pigs, dogs) 
experiments with claim that said experiments proved maternal anaphylactic desensi- 
tization in the puerperal state; or in other words, after parturition the previously 
sensitized mother shows no, or very slight, anaphylactic shock on the second intro- 


duction of the antigen into her organism, but the. newborn perish with rapid fatal 
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anaphylaxis on injection of antigen. Desensitization of pregnant mother can take 
place in short time (2-4 days); Scaffidi (Archives Italiennes de Biologie, 1914) 
quoted. It is claimed also that the hereditary transmission of the anaphylactic 
state exists also when the mother has been sensitized before gestation. An attempt 
is made to explain a theory of anaphylactic transmission by gestation. Very lit- 
tle space is given to the actual experimental work. The author’s conclusions are: 
(a) The sensitized mother can transmit this state to her young, whether the sen- 
sitization has been done before or during pregnancy; (b) the mother herself is 
desensitized by the pregnancy; (¢) this desensitization is the more intense according 
as the pregnancy and the sensitization have coexisted a longer time; if the maternal 
sensitization has been done before gestation, it is effected with more difficulty; (d) 
the period of fetal sensitization is appreciably shorter than in the adult. 


P, GRAFFAGNINO. 


Berman: Auscultation of One Fetal Heart in a Twin Pregnancy Complicated 
by Hydramnios. Progrés Médicale, 1920, No. 45, p. 489. 


Berman, in reporting a case of twin pregnancy complicated by hydramnios, points 
out the value of the auscultatory quality of the fetal heart as a great aid in the 
diagnosis of the existing condition. He claims that when the size of the abdomen 
indicates the existence of hydramnios, the fact that a fetal heart of marked in- 
tensity may be heard at a definite point on the abdominal wall, furnishes sufficient 
evidence to establish the diagnosis of a twin pregnancy. He bases this claim on 
the fact that the fetal heart of a single fetus in hydramnios is always weak and 
indistinct due to the fluid intervening between the fetus and the ear of the ex- 
aminer. The foregoing complex he ealls the sign of Professor Enrique a Boero. 


THEODORE W. ADAMS, 


Radasch: Superfetation or Superfecundation. Surgery Gynecology and Ob- 
stetrics, 1921, xxxii, 339. 


After reviewing the literature, Radasch describes the product of a spontaneous 
abortion which contained, in a fused sac, one fetus 11.6 em. from crown to coceyx 
or 16-17 weeks’ development, and another 18 mm. or about 40 days’ development. 


He considers this a case of superfetation. R. E. Wosus. 


Ingram-Johnson, R. E.: Superfetation. British Medical Journal, July 23, 1921, 
p- 116. 


The author reports a case of a woman who on Mareh 2 was delivered of a 
five months’ fetus and on Mareh 4 had a_ second abortion in which she 


passed a sae containing a fetus of about six weeks’ gestation, F. L. ADAIR. 


Wijsenbeek: Observations on Uterine Movements. Nederlandsch Tijdschrift 
voor Geneeskunde, 1922, i, 1263. 


This observer makes use of the method first used by Katsch and Borchers for 
observing peristaltic movements of the intestines. Under anesthesia and ap- 
propriate aseptic precautions, a piece of celluloid is sewn into an opening in the 
abdominal wall. With this window in situ, he has kept rabbits alive as long as 
87 days. In guinea pigs the method was not successful, as they always succumbed 
after a few days, while the uterus of a cat is so far removed from the ventral wall 
that it cannot be observed. To exclude the by-effects of anesthetic and shock, ob- 
servations were never recorded within three days after operation. 

Wijsenbeek noticed several distinct peristaltic waves in the uterus. He com- 
pares the phenomenon to the turning of a rain worm. The main peristaltic wave 
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travels at intervals from the end of the horn to the cervix. Occasionally it oc- 
curred in the opposite direction. An even more pronounced wave was observed in 
the vagina. Lesser peristaltic waves were observed traveling in an oblique direc- 
tion from the round ligaments in spiral fashion towards the cervix. 


In the pregnant organ the contractions become somewhat more irregular and 
oceur at longer intervals. In the later stages of pregnancy there is a tendency to- 
wards longer periods of contraction of the entire organ, followed by longer periods 
of complete relaxation. In no ease did he observe the so-called pendulum movements 
mentioned by other observers who removed the uterus partly from the organism. 

After the injection of pituitrin, he observed very active contractions with deep 
transverse furrows. These contractions were of about one minute’s duration and 
were followed by longer periods of rest, during which the uterus appeared cyanotic. 
These contractions were as severe and of the same duration 4 hours after injec- 
tion of the pituitrin as at the beginning. R. E, Wosvus. 


Naujoks, Hans: The Influence of Anatomic Changes in the Membranes upon 
the Time of Their Rupture. Zeitschrift fiir Geburtshilfe und Gynikologie, 
1921, Ixxxiv, 304. 


The author made histologic examinations of the membranes in a number of cases 
of labor to determine whether there were any anatomic changes to which premature 
or delayed rupture might be ascribed. In all cases of premature rupture for which 
no definite mechanical factors could be held accountable, he found two in which the 
structure was entirely normal; in 5 degenerative phenomena were more or less 
pronounced, usually affecting the chorionic epithelium; amniotic epithelium and 
membrana intermedia were at times affected. The most varied types of degenera- 
tions were observed, disintegration of the nucleus, pyknosis, vacuolization of the 
protoplasm, hyaline degeneration of the connective tissues as well as marked de- 
position of pigment in one case. Inflammatory changes were found in 3 cases; in 
2 combined with degenerations, in 1 alone. The fact that the inflammatory changes 
were far more marked in the decidua and chorion than in the amnion indicates that 
they probably spread from the uterine cavity to the membranes rather than the 
reverse as a secondary result of premature rupture. Delicacy of certain layers, 
especially the two connective tissue layers and the absence of the membrana inter- 
media occurred in other cases, alone or combined with degenerations. 

Out of 5 cases of delayed rupture he found definite anatomic changes in 4. These 
consisted in increased thickness and density of the connective tissue layers, or in an 
increase in the smooth muscle cells in the amniotic or chorionic connective tissue. 

MARGARET SCHULZE. 


Lorenzen: The Body Weight of Pregnant Women and the Influence of Impend- 
ing Labor upon It. Zeitschrift fiir Geburtshiilfe und Gyniikologie, 1921, Ixxxiv, 
$26, 

The author calls attention to Zangemeister’s conclusions concerning the weight 
of pregnant women: The body weight of the pregnant woman increases almost 
uniformly after the 27th week; after the 36th week there is a slight increase in the 
amount of gain. From the third day before labor until the time of birth there is 
a sudden decrease in weight—in these two days the pregnant woman loses on an 
average 1 kg. In following daily the weight of 78 pregnant women, Lorenzen was 
unable to confirm Zangemeister’s conclusions. He found that the factors of daily 
variation were so great that it was impossible to follow the general tendency of 
the weight curve except by averages of several days or a week, and impossible to 
prophesy impending labor merely because of the loss of a few hundred grams in 
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weight. In analyzing Zangemeister’s conclusions he found that a number of his 
eases had already begun to have pain at the last weighing; here the factor of de- 
creased nutrition due to pain must be considered. 

The author’s conclusions are that the body weight of the pregnant woman in- 
creases uninterruptedly from the 3lst week until labor; that there is no terminal 
drop in weight. The average total is 4.82 kg. The increase in weight is due not 
alone to the developing ovum, but in far greater measure to an increase in the 
body of the pregnant woman. This increase tends to be greater in younger women, 
in multiparae, and in those above the average weight. MARGARET SCHULZE. 


Items 


Professor John Willoughby Miller, engaged in pathological re- 
search at the University of Tiibingen, Germany, is writing for an 
extensive medical handbook soon to be published, the section devoted 
to the diseases of the ovary. He desires to give accurate and complete 
references, but only those papers can be taken cognizance of which are 
available in unabridged form. Those authors who wish to have their 
contributions of recent years considered, are invited to forward re- 
prints to Professor J. M. Miller, Hoelderlin Str. 19, Tiibingen, Germany. 


At the Annual Meeting of the American Gynecological Society held 
at Washington, D. C., May Ist, 2nd and 3rd, 1922, the following new 
officers were elected for the ensuing year: Pres.: Dr. John A. Samp- 
son, Albany, N. Y. Ist Vice-Pres.: Dr. Brooke M. Anspach, Phila- 
delphia, Pa. 2nd Vice-Pres.: Dr. Frank W. Lynch, San Francisco. 
Cal. Seeretary: Dr. Arthur H. Curtis, Chicago, Ill. Treasurer: Dr. 
Charles C. Norris, Philadelphia, Pa. Other members of the Couneil: 
Dr. George Gray Ward, Jr., New York, Dr. Walter W. Chipman, Mont- 
real, Dr. Robert L. Dickinson, New York, Dr. Franklin H. Martin, 
Chicago, Dr. R. R. Huggins, Pittsburgh, Pa. Dr. Le Roy Broun, New 


York. 


| 
‘ 

‘ 

| 

4 


676 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


Books Received 


Acknowledgement is made of the receipt of the following books, selected reviews 
of which will appear in early numbers: 


DISEASES OF THE GENITAL ORGANS OF ANIMALS. By W. L. WIL- 
LIAMS, Ithaea, N. Y., 1921, published by the author. 


A MANUAL OF OBSTETRICAL NURSING, By Nancy E. CapmMus, New York, 


1922, G. P. Putnam’s Sons. 


THE HEALTHY CHILD FROM TWO TO SEVEN. By Dr. Francis HAMILTON 
MaccartTHy, New York, 1922, The Macmillan Company. 


PRENATAL CARE IN CHICAGO, A SURVEY. By THe CiicaGo CoMMv- 
nity Trust, Chicago, Ill., 1922, The Chicago Community Trust. 


OBSTETRICAL NURSING. By CaAroLyN CoNANT VAN BLARcoM, New York, 
1922, The Macmillan Company. 


GYNECOLOGICAL AND OBSTETRICAL MONOGRAPHS, New York, 1922, D. 
Appleton Co. 


BIRTH INJURIES OF THE CHILD. By Dr. Huco EHsRENFEST. 
PELVIC NEOPLASMS. Dr. FRANK WorRTHINGTON LYNCH. 


GYNECOLOGICAL AND OBSTETRICAL PATHOLOGY. Dr. Rospert TILDEN 
FRANK. 


TOXEMIAS OF PREGNANCY. Dr. GEORGE WILLIAM KOSMAK. 


STERILITY AND CONCEPTION. Dr. CHARLES GARDNER CHILD. 


| 


INDEX 


A 


Abdominal drainage, Waldo, R., 456 
Abortion, legal aspect of, Oakley, E. P., 


of 

Abortion, treatment of, Yates, H. W., 
42 

Adenomyoma, diffuse, of the uterus— 
conditions influencing its develop- 
ment, Schwarz, O. H., and Me- 
Nally, F. P., 457 

Adler, Meno- and metrorrhagia, (Abst.), 


vo? 


Adler, The treatment of 
uterus, (Abst.), 337 

Amenorrhea, a contribution to the celin- 
ical and pathological anatomy of, 
Novak and Graff, (Abst.), 223 

Amenorrhea, in war, regressive gland 
changes of the endometrium, Graff 
and Novak, (Abst.), 222 

American Association of Obstetricians, 
Gynecologists, and Abdominal 
Surgeons, Transactions of Thirty- 
Fourth Annual Meeting, 77, 185, 
312, 431, 531 

Anaphylaxis, intrauterine: Relation of 
anaphylaxis to pregnancy, Reynals, 
(Abst.), 672 

Andrews, C. J., End results in obstetries, 
502 

Antenatal factors of life and death, the 

genetic, toxigenetic, gestational 

and obstetrical, Salesby, (Abst.), 
149 

Antenatal syphilis, the effeet of legisla- 
ture control on the ineidence of, 
Cumpson, (Abst.), 450 

Antenatal syphilitic environment, the 
dangers and treatment of, Se 
quiera, (Abst.), 450 

Appendicitis in early life, the gyneco- 
logic significance’ of, 
(Abst.), 110 

Appendicitis, the ice bag in,—a 
Moots, C. W., 553 

Arnold, A brief review of recent obstet- 
rical progress, (Abst.), 451 


B 


Bailey, H., Application of metabolism 
studies to the fetal and neonatal 
periods of life, 591 

Report of a case of hemimelus or so- 
ealled congenital amputation, 72 

Use of radium in eancer of the female 
generative organs, 117 

Bainbridge, W. 8., Oxygen in the peri- 
toneal cavity, with report of cases, 
119 


eaneer of the 


Graves, 


fetich, 


677 


Bandler, The ‘‘higher up’’ theory of 
sterility and its relation to the 
endocrines, (Abst.), 113 

sartholomew (with Sale and Calloway), 
Diagnosis of pregnancy by the 
Roentgen ray, (Abst.), 671 

Bell, J. N., Diabetes in pregnancy, 20 

Bell, W. Blair, Some common, but often 
unrecognized, obstetrical difficul- 
ties, (Abst.), 451 

The prevention and treatment of puer- 
peral infections, (Abst.), 454 

Berman, Auscultation of one fetal heart 
in a twin pregnancy complicated 
by hvdramnios, (Abst.), 673 

Berreitter, The question of the frequency 

of malignancy in myomata, 

(Abst.), 330 

(with Peters and Hofstatter), 

Studies on implantation and the 

further development of the ovum 

in the uterus, (Abst.), 668 

Bill, A. H., The choice of methods for 
making labor easy, 65 

Bishop, E., Myoma causing dysmenorrhea 
cured by operation, 535 

Blood pressure in pregnancy, Litzenberg, 

(Abst.), 672 

, The treatment of carcinoma of 

the cervix and uterus by radium, 

supplemented by deep roentgen 

therapy, (Abst.), 339 

Bonifield, C. L., Carcinoma uteri, 250 

Bonney, The radical abdominal opera- 
tion for carcinoma of the cervix, 
(Abst.), 336 

Book Reviews: 
M., 569 

Diagnostische und therapeutische Irr- 
tiimer und deren Verhiitung in der 
Frauenheilkunde, Schwalbe, J., 456 

Les Hémorrhagies Méningées Sous- 
Dure-Mériennes Traumatiques du 
Nouveau-Né, Lantuéjoul, P., 456 

Heart Disease and Pregnancy, Mac- 
Kenzie, J., 456 

Pneumoperitoneal Roentgen Ray Diag- 

nosis (A Monograph with Atlas), 

Stein, A., and Stewart, W. H., 341 

Problem of Abortion from the 

Medical and Legal Standpoints, 

Kisch, F., 343 

Die Prophylaxe und Therapie der 
Enteroptose, Knapp, L., 344 

Bourne, The causation and prevention of 
puerperal sepsis, (Abst.), 454 

Bovée, J. W., Pelvic hematocele from 
causes other than ectopic preg- 
naney, 634 


Biedl, 


> 
Boggs 


Gynecology, Anspach, B. 


The 


67 


oo 


Bram, Israel, Exophthalmic goiter and 
pregnancy, 352 

Breast physiologically and pathologically 
eonsidered with relation to bleed- 
ing from nipple, the, Dickinson, 
3] 

srodhead, G. L., (with Langrock, E. G.), 
A study of pituitary extract at 
the beginning of the third stage 
of labor. Its use in 100 cases, 170 

Hydatidiforme mole, 655 

Brown, G. Van A., Valuable methods 
used to extend operability in ad 
vanced cancer of the eervix, 263 

Browne, Stillbirth: Its causes, pathology 
and prevention, (Abst.), 453 

3urrows, The treatment of advanced 
carcinoma of the cervix of the 
uterus by radium, (Abst.), 340 


Calloway, (with Bartholomew and Sale), 
Diagnosis of pregnancy by the 
roentgen ray, (Abst.), 671 

Caneer infection, Ochsner, (Abst.), 329 

of the female generative organs, the 
use of radium in, Bailey, H., and 
Quimby, Edith, 117 

of the cervix, present 
treatment of 
(Abst.), 339 

of the cervix, some phases in the evo 
lution of the diagnosis and treat 
ment of, Skeel, R. E., 252 

of the cervix, valuable methods used 
to extend operability in advanced, 
Brown, G. Van A., 263 

of uterus, increasing inoperability and 
its remedy, Winter, (Abst.), 332 

of the uterus, the significance of early 
symptoms in the management of, 
Zweifel, (Abst.), 331 

of the uterus, treatment of with 
radium, a symposium on the, 542 

of the uterus, the treatment of, Adler, 
(Abst.), 337 

of the uterus, the treatment of, 
Schmitz, (Abst.), 338 

of the vagina, primary, 
(Abst.), 331 

the control of the mortality of abdom 
inal operations for, Crile, G. W., 


status of the 
operable, Graves, 


Engelkens, 


972 
the importance of early diagnosis of 
uterine, Highsmith, (Abst.), 355 


‘aneerous rectum, excision of, through 
vaginal section, Drueck, (Abst. 
340 


‘arcinoma, 


attempts to decrease the 
mortality of operation for uterine, 
Schweitzer, (Abst.), 335 

of the cervix and uterus by radium, 
the treatment of, supplemented by 
deep roentgen 
(Abst.), 339 


Boges, 


therapy, 


INDEX 


‘arcinoma—Cont ’d. 
of eervix, early 
Cullen, (Abst.), 335 
of the cervix of the uterus, the treat- 
ment of advanced, by radium, 
Burrows, (Abst.), 340 
of the cervix, prophylaxis in, Smiley, 
(Abst.), 33 
of the cervix, the differential diagnosis 
of chanere and, Warthin and No- 
land, (Abst.), 333 
of the cervix, the present position of 
the treatment of, Shaw, (Abst.), 
340 
of the cervix, the radical 
operation for, 
336 
the cervix, the technie of 
hy sterectomy for, 
Pieot, (Abst.), 336 
of the uterus, 
Frankl, (Abst.), 333 
of the white mouse, an organism 
associated with a transplantable, 
Nuzum, (Abst.), 329 
of the female bladder, 
Stone, I. S., 517 
treatment and dosage, Seitz, 
338 
uteri, Bonifield, C. L., 250 
Cardiae failure during pregnancy, treat 
ment of, Pardee, H. E. R., 620 
Cervix and trachelorrhaphy, end results 
of amputation of the, Rawls, R. 
M., 1 
Cervix uteri, diseases of the, Heineberg, 
(Abst.), 568 
Cervicitis and endocervicitis, the treat 
ment of, with bismuth paste in 
jections, Hollender, (Abst.), 567 
Cesarean operation, four, on one patient, 
Thoms, Herbert, 529 
Cesarean section, vaginal, for eclampsia, 
Knipe, W. H. W., 646 
Cesarean section with subtotal hysteree- 
tomy, pregnancy 
unrecognized uterus du 
plex, Cowles, H. C., 652 
Chorioepithelioma, the diagnosis and 
treatment of, Geist, (Abst.), 33 
Chorionepithelioma after the birth of 
viable children, early diagnosis of, 
Fink, (Abst.), 334 
Ciliated epithelium in the pig, observa- 
tions on the distribution and fune 
tion of the uterine, with reference 
to certain clinical hypotheses, Sny 
der, F. F., and Corner, G. W., 358 
Circumcision, Fagge, (Abst.), 455 
Clow, Menstruation during school life, 
(Abst.), 220 
Cord stump, indication for the manage- 
ment of, Willson, P., 506 
Coffey, T., Use of lutein for the control 
of nausea and vomiting of preg- 
naney, 513 


squamous-cell, 


abdominal 
(Abst.), 


Bonney, 


vaginal 
Cuneo and 


early diagnosis of 


(ease report), 
(Abst.). 


following, in a 


ease of 


7 


| 
| 


INDEX 679 


Collective Reviews: Fear of the fetus; 


an ancient cause for the cesarean 
section, Ela, Alfred, 445 
Toxemia of early pregnancy, etiol- 
ogy and treatment, Titus, Paul, 
209, 559 
The views of primitive people con- 

cerning the care of the parturient, 
Wright, J., 104 

Cord, death of a fetus in twin preg- 
nancy due to twists in the, 
Shlenker, M. A., 443 

Corner, Internal migration of the ovum, 
(Abst.), 671 

Corner, G. W., (with Snyder, F. F.), Ob- 
servation on the distribution and 
function of the uterine ciliated 
epithelium in the pig, with refer- 
ence to certain clinical hypotheses, 
358 

Corpus luteum and placenta on uterine 
hemorrhages, the menstrual cycle 
and menopause symptoms; the in- 
fluence of lipoids from, Hermann, 
(Abst.), 224 

Corpus luteum of menstruation and preg- 
nancy, the, Morley, (Abst.), 217 

Corpus luteum, the relation of, to men- 
struation and pregnancy, Mac- 
Kenzie, W. R., (Abst.), 669 

Couvelaire: A dispensary for syphilis 
as part of a maternity service, 
(Abst.), 450 

Sterility in the female, (Abst.), 110 

Cowles, H. C., following 
cesarean section with subtotal hys- 
terectomy in a case of unrecog- 
nized uterus duplex, 652 

Cron, R. 8., Indications and contrain- 
dications for the use of pituitary 
extract in obstetrics, 300 

Cullen, Early squamous-cell carcinoma 
of the cervix, (Abst.), 335 

Cumpson, The effect of legislature con- 
trol on the incidence of antenatal 
svphilis, (Abst.), 450 

Cuneo, The technie of vaginal hysteree- 
tomy for carcinoma of the cervix, 


(Abst.), 336 
D 


Danforth, W. C., Is conservative ob- 
stetrics to be abandoned? 609 

D’Aunoy, Rigney, (with King, E. L.), 
Lithopedion formation in extrau- 
terine fetal masses, 377 

Davis, J. E., Neoplasia of the kidney, 
478 

Delivery in normal eases, a method of, 
Tate, M. A., 61 

Dice, W. G., Heart disease in pregnancy, 
24 

Dickinson, G. K., The breast physiologi- 
eally and pathologically considered 
with relation to bleeding from the 
nipple, 31 


Didier, (with Philippe), Hemolytic re- 
action in normal pregnancy, 
(Abst.), 672 

Dittler, Parenteral injection of semen, 
(Abst.), 109 

Donay, Surgical treatment of endocer- 
vicitis, (Abst.), 567 

Doorenbos, parturition in Javenese 
women, (Abst.), 449 

Dorman, F. A., Primary sarcomatous 
tumor of the umbilicus, 93 

Drueck, Excision of cancerous rectum 
through vaginal section, (Abst.), 
340 

Duncan, Uterine cancer, (Abst.), 340 

Dysmenorrhea, myoma causing, cured by 
operation, Bishop, E., 535 

Dysmenorrhea, the results of operative 
treatment of, Forssner, (Abst.), 


225 
E 


Ecbolics, the action of the commoner, in 
the first stage of labor, Rucker, 
P., 134 

Eclampsia, treatment of, then and now, 
Moran, J. F., 155 

Ectopic gestation, coincident ruptured, 
and acute suppurative appendici- 
tis, Ruth, C. E., 525 

Ectopic gestation and ovarian abscess, 
Knipe, W. H. W.. 647 

Ectopic pregnancy, a study of the origin 
of bleeding in, Polak, J. O., and 
Welton, T. 8., 164 

Eectopie pregnancy,  intraligamentous, 
Pfeiffer, W., 101 

Ela, A., Fear of the fetus, an ancient 
eause for cesarean section, Col- 
lective review), 445 

Electric waves, rhythmic, in gynecology, 
Massey, G. B., 426 

Emetine hydrochloride, the action of, 
upon the uterus, Martin, Paul, 241 

Endocervicitis, a study of chronic, Mat- 
thews, (Abst.), 567 

Endocervicitis, surgical treatment. of, 
Donay, (Abst.), 567 

End results in obstetrics, Andrews, C. J., 
502 

Engelkens, Primary cancer of the va- 
gina, (Abst.), 331 

Exophthalmie goiter and pregnancy, 
Bram, Israel, 352 

Extrauterine pregnancy, an unusual case 
of, Riley, J. W., 630 

Evans, Malignant myomata and related 
tumors of the uterus, (Abst.), 


Vee 


F 


Fallopian tubes, the nonoperative deter- 
mination of patency of the, Rubin, 
(Abst.), 112 


Fagge, Cireumcision, (Abst.), 455 


| 


Gd0 


Farr, R. E., Gynecological operations 
under local anesthesia, 400, 431 
Flatau, Sterilization by knotting the 
tubes, (Abst.), 115 
Fetal and neonatal periods, the applica- 
tion of metabolism studies to, 
Bailey, H., 591 
Fetus, general edema of the, associated 
with osteogenesis imperfecta, Hal 
sted, H., 552 
Findley, P., The slaughter of the inno- 
cents, 35 
Fink, Early diagnosis of chorionepithe- 
lioma after the birth of viable 
children, (Abst.), 334 
Forssner, The results of operative treat- 
ment of dysmenorrhea, (Abst.), 
225 
(with Nothman), The value of 
renal glycosuria of pregnancy in 
the early diagnosis of pregnancy, 
$ (Abst.), 669 
rank], Early diagnosis of carcinoma of 
the uterus, (Abst.), 333 
X-ray and radium treatment in gyne 
cology, (Abst.), 338 
Furniss, H. D., Supernumerary ureter 
emptying extravesically, 644 


Frank, 


Garling, On the leucocytic blood picture 
during menstruation, (Abst.), 222 
Geist, S. H., A contribution to the histo- 
genesis of Ovarian tumors, 231 
The diagnosis and treatment of chorio- 
epithelioma, (Abst.) 334 
Gellhorn, G., The new trend in 
cological therapy, 275 
Gestation, human, and our embryological 
and morphological data, Oliver, 
(Abst.), 669 
Glyeosuria in the earls 
pregnancy, utilizing renal, Nirn 
(Abst.), 670 
Glycosuria, renal, of pregnancy, in the 
diagnosis of pregnancy, Seitz and 
(Abst.), 671 
renal, of 


gyne 


diagnosis of 


berg, 


Glvcosuria, pregnancy, the 
value of, in the early diagnosis 
of pregnancy, Frank and Noth 
man, (Abst.), 669 

Gynecological operations under local an 
esthesia, Farr, R. E., 431 

Gordon, O. A., Uterine torsion in preg 

nancy with fatal results, 197 

A contribution to the clinical and 

pathological anatomy of amenor- 

rhea, (Abst.), 223 

Regressive gland changes of the en 
dometrium in war amenorrhea, 
(Abst.), 222 

Graves, W. P., Ovarian function, 583 

The gynecologic significance of appen 


dicitis in early life, (Abst.), 110 


Graff, 


INDEX 


Graves, W. P.—Cont’d. 

Present status of the treatment of 
operable cancer of the cervix, 
(Abst.), 339 

Gynecologie operations under local anes- 
thesia, Farr, R. E., 400 
Gynecological therapy, the new trend in, 


Gellhorn, G., 275 


Hadden, David, 
vagina, 526 

Halsted, H., General edema of the fetus 
associated with osteogenesis imper- 
fecta, 552 

Haskell, The dangers of pituitary ex- 
tract: Some clinical and experi- 
mental observations, (Abst.), 452 

Healy, W. P., Recovery after postopera- 
tive tetany treated with calcium 
lactate, 99 

Sudden death during the preoperative 

treatment of procidentia uteri, 9% 

Heineberg, Diseases of the cervix uteri, 
(Abst.), 568 

Hellendall, A new method of tubal steril- 
ization, (Abst.), 116 

Pregnancy after ligation of both tubes, 

(Abst.), 116 

Hemimelus or so-called congenital ampu 
tation, report of a case of, Bailey, 
H., 72 

Hemolytic reaction in normal pregnancy, 
Didier and Philippe, (Abst.), 672 

Hemorrhage during the early months of 
pregnancy, Sullivan, R. Y., 520 

Hemorrhage, the treatment of uterine, 
not associated with pregnancy, 
Phillipe, (Abst.), 224 

Hendrickson, F. C., A device for aseptic 
intrauterine manipulations, 617 

Hermann, The influence of lipoids from 
corpus luteum and placenta on 
uterine hemorrhages, the menstrual 
cycle and menopause symptoms, 
(Abst.), 224 

Hernia of the ileum through a rent im 
the mesentery, Jackson, F. H., 


Double uterus and 


5o7 
vol 

Highsmith, The importance of early 
diagnosis of uterine’ cancer, 


(Abst.), 333 

Hoehne, The physiology of conception, 
(Abst.), 110 

Hofstatter, (with Biedl and Peters), 
Studies on implantation and the 
further development of the ovum 
in the uterus, (Abst.), 668 

Holden, F. C., Are the operations for 


absence of the vagina justifiable? 
439 
Hollender, The treatment of cervicitis 


and endocervicitis with bismuth 
paste injections, (Abst.), 567 


= 


INDEX 681 


Huggins, R, R., The indications for and 
the dangers in the use of spinal 
anesthesia in obstetrics, gyne- 
cology and abdominal surgery, 412 

Hiihner, Max, Methods of examining for 
spermatozoa in the diagnosis of 
sterility, (Abst.), 111 

Humpstone, O. P., A case of rupture of 
the uterus in a placenta previa, 94 

Hydatidiform mole, Shlenker, M. A., 441 

Hydramnios, twin pregnancy complicated 
by, auscultation of one fetal heart 
in a, Berman, (Abst.), 673 


T 

Induction of labor, a new hydrostatic 
bag for, Lee, G. H., 628 

Ingram-Johnson. Superfetation, (Abst.), 
673 

Insufflation, transuterine, a diagnostic 
aid in sterility, Rongy, A. J., and 
Rosenfeld, S., 496 

Intrauterine manipulations, a device for 
aseptic, Hendrickson, F. C., 617 

J 

Jackson, F. H., Hernia of the 
through a rent 
527 

Janney, J. C., Report of three cases of a 

rare ovarian anomaly, 173 

(with Seitz), Renal glycosuria of 

pregnaney in the diagnosis of 

pregnancy, (Abst.), 671 

(with Kamnitzer), Biologie 

diagnosis of pregnancy, (Abst.), 


ileum 
in the mesentery, 


Jess, 


| 
yn, 


Kammerer, The relation of 
puberty, (Abst.), 219 


climate to 


Kamnitzer, (with Joseph) Biologic 
diagnosis of pregnancy, (Abst.), 
670 

Kast, L. (with Wardell, E. L., and 
Myers, V. C.), The significance of 


small amounts of 
urine, (Abst.), 671 
Kellogg, F. 8., The relationship between 
toxemia of pregnancy and uterine 
study of 400 


sugar in the 


sepsis, a toxemia 
eases, 366 

Kennedy, W. T., Keeping 
tubes open, 607 

Keukenschriever, Parturition in Javanese 
women, (Abst.), 449 

Kidney, neoplasia of, (case 
Davis, James E., 478 

King, E. L. (with D’Aunoy R.), Litho- 
pedion formation in extrauterine 
fetal masses, 377 

King, J. E., Atresia and stricture of the 
vagina, 290 

Korndoerffer, A., Further experiences 
with pituitary extracts in obstet- 
ries, 540 

Knipe, W. H. W., Vaginal cesarean sec- 
tion for eclampsia, 646 

Eetopie gestation and ovarian abscess, 

647 


fallopian 


reports), 


L 


Labor, the choice of methods for mak- 
ing, easy, Bill, A. H., 65 

Langrock, E. C., Rupture of uterus fol- 
lowing pituitrin, 656 

Langrock, E. C., (with Brodhead, G. L.), 
A study of pituitary extract at 
the beginning of the third stage 
of labor. Its use in 100 cases, 170 

Lee, G. H., A new hydrostatic bag for 
the induction of labor, 628 

Ley, The difficulties encountered in preg- 
nancy, labor, and lactation in 
working class mothers and those 
of the educated class (Abst.), 449 

Lithopedion 
fetal masses, D’Aunoy, Rigney, 
and King, E. L., 377 


formation in extrauterine 


Litzenberg, Blood pressure in pregnancy, 

(Abst.), 672 

Effect of undernourishment on 

mammalian ovary and the sexual 

eyele, (Abst.), 219 

Lorenzen, The body weight ot pregnant 
women and the influence of im- 
pending labor, (Abst.), 674 


Loeb, 


Lutein solution for the control of nausea 
and vomiting of 
Coffey, T., 513 


pregnancy, 


M 


Macomber, Diagnosis in 
(Abst.), 111 


Obstetrical end results of the 
tracheloplastie operation, (Abst.), 
568 
Malformation, congenital, of the female 
eenitalia, Reel, P. J., 604 

Martin, Paul, The action of emetine hy- 
drochloride upon the uterus, 24] 

Massey, G. B., Rhythmic electric waves 
inh gynecology, 426 

Matthews, H. B., Pregnancy 
nephrectomy, 327 

Report of a case of B. Welchii blood 
stream infection of uterine 
origin, 307 
A study of chronic 

(Abst.), 567 

MacKenzie, W. R., The relation of the 
corpus luteum to menstruation and 
pregnancy, (Abst.), 669 

McKeown, Present day 
(Abst.), 452 

McLean, 8., Sarcoma of 
fant, 322 

McNally, P. (with Schwarz, O. H.), 
Diffuse adenomyoma of the uterus, 
457 

Mendenhall, A. M., Teaching undergrad- 
uates obstetrics, 53 

Medlener, Answer to Flatau’s paper on 
sterilization, (Abst.), 116 


sterility, 


Magid, 


after 


endocervicitis, 


obstetries, 


uterus in in- 


E 
— 


682 


Membranes, the influence of anatomic 
changes in, upon the time of their 
rupture, Naujoks, Hans, (Abst.), 


674 
Meno-and metrorrhagia, Adler, (Abst.), 


Menstrual blood, the, Stickel and Zoudek, 
(Abst.), 221 

Menstrual poison, Schick, (Abst.), 221 

Menstruation, basal metabolism in, Wilt 


shire, (Abst.), 220 

Menstruation during school life, Clow, 
Abst.), 220 

Menstruation, on the leucocytie blood 


picture during, Garling, (Abst.), 
woo 


Menstruation, influence of, on the food 
tolerance in diabetes mellitus, 
Rosenbloom, (Abst.), 221 
Moots, C. W., The ice bag in appendi 

citis—a fetich, 533 
Moran, J. F., Treatment of 
155 
Morley, The corpus luteum of menstru 
ation and pregnancy, (Abst.), 217 
Mosher, G. C., Ten years of painless 
ehildbirth, 142 
Myers, V. C., (with Kast, E. L. and 
Wardell, E. L.), The significance 
of small amounts of sugar in the 
urine, (Abst.), 671 
Myomata, malignant, and 
tumors of the _ uterus, 
(Abst.), 329 
Myomata, the question of the frequency 
of malignancy in,  Berreitter, 
(Abst.), 330 
N 
Nassauer, Treatment of 
(Abst.), 113 
Naujoks, Hans, The influence of anatomic 
changes in the 
the time of 
(Abst.), 674 
Nausea and vomiting of pregnancy, use 
of lutein solution 
cally for the control 


T., 513 


eclampsia, 


related 
Evans, 


sterility, 


membranes 
their 


upon 
rupture, 


hy poder mati 
ot, Coffey, 


Nephropexy, transperitoneal, Noble, T. 
B., 493 

New York Academy of Medicine, See 
tion on Obstetrics and Gynecol 
ogy, Transactions, 322, 441, 552, 


644, 652 

York Obstetrical Society, 

actions, 93, 197, 436, 535 

Nitrous oxide and oxygen continuous 
analgesia and anesthesia with re 
breathing, in obstetrics. 


New 


Trans 


Teechnie 
of administration and summary of 
results, Rives, A. E., 296 

Noble, T. B., Transperitoneal 
pexy, 493 

Noland, The differential diagnosis of 
ehanere and ecareinoma of the 
cervix, (Abst.), 355 


nephro 


INDEX 


Nothman, (with Frank), The value of 
renal glycosuria of pregnancy in 
the early diagnosis of pregnancy, 
(Abst.), 669 

Novak, A contribution to the clinical 
and pathological anatomy of 
amenorrhea, (Abst.), 223 

Regressive gland changes of the en- 
dometrium in 


war amenorrhea 
(Abst.), 222 
Niirnberger, Utilizing renal glycosuria 


in the early diagnosis of preg- 
naney, (Abst.), 670 

Nuzum, An organism associated with a 
transplantable carcinoma of the 


white mouse, (Abst.), 329 


O 
Oakley, E. F., Legal aspect of abortion, 
37 


Obstetrical difficulties, 
but often unrecognized, 
Blair, (Abst.), 451 

Obstetrical Society of Philadelphia, 
Transactions, 540, 663 

Obstetrical progress, a brief review of 
recent, Arnold, (Abst.), 451 

Obstetric armamentarium, 
our, Ziegler, C. E., 46 

Obstetrics, is conservative, to be aban- 
doned? Danforth, W. C., 609 

Cbstetries, present 
(Abst.), 452 

Obstetrie teaching, the defeets in 
Polak, (Abst.), 453 


Ochsner, caneer infection, (Abst.), 529 


some common, 


Bell, W. 


additions to 
day, MeKeown, 
our, 
Oliver, Human gestation and our embryo 


logical and 
Abst.), 669 


morphological data, 

Ovarian anomaly, report of three cases 
of a rare, Janney, J. C., 173 

Ovarian funetion, studies on, Schickle, 
G., (Abst.), 218 

Ovarian tumors, a contributicn to the 
histogenesis of, Geist, S. H., 23 

Ovary, mammalian, and the sexual cyele, 
effect of undernourishment on, 
Loeb, (Abst.), 219 

Ovary, 1unction, Graves, W. P., 583 

Ovary, teratomata of the, Porter, M. F., 

600 

Ovulation, corpus luteum and menstrua- 

tion, Tsehirdewahn, (Abst.), 218 

internal migration of 

(Abst.), 671 

studies on 


Ovum, » Corner, 


Ovum implantation and the 
further development of, in the 
uterus, Biedl, Peters and Hof- 
statter, (Abst.), 668 

Oxygen in the peritoneal cavity, with 
report of Bainbridge, W. 
S., 424 


Cases, 


T 

— | 


INDEX 


Pp 

Painless childbirth, ten years of, Mosher, 
G. C., 142 

Pardee, G. E. B., Treatment of cardiae 
failure during pregnancy, 620, 
649 

Parturition in Javanese women, Keuken- 
schriever and Doorenbos, (Abst.), 
449 

Pelves, the conduct of labor in con 
tracted, Schmitt, (Abst.), 452 

Pelvis, normal variations in type of the 


female, and _ their’ obstetrical 
significance, Williams, John T., 
945 

Peters, (with siedl and Hofstatter) 


Studies on implantation and the 
further development of the ovum 
in the uterus, (Abst.), 668 

Pfeiffer, W., Intraligamentous 
pregnancy, 101 

Philippe, (with Didier), Hemolytic re 
action in normal pregnancy, 
Abst.), 672 

Phillips, The treatment of uterine hem- 
orrhage not associated with preg- 
nancy, (Abst.), 224 

Physiology 


ectopic 


the basis of future gynecol 
ogy,—presidential address, Ward, 
Sia 

Picot, The technic of vaginal hysterec- 
tomy for carcinoma of the cervix, 
(Abst.), 336 

Pituitary extract, the dangers of; Some 
clinical and experimental observa- 
tions, Rucker and Haskell, 
(Abst.), 452 

Pituitary extract in obstetrics, indica 
tions and contraindications for the 
use of, Cron, R. S., 300 

Pituitary extract at the beginning of the 
third stage of labor, a studv of, 
Brodhead, G. L., and Langrock, E. 
G., 170 

Pituitary extract in obstetrics, 

with, 


further 

experiences KKorndoerffer 
A., 540 

Placenta, the premature separation of the 
normally implanted, Williamson, 
A. C., 385 

Placenta previa, a case of rupture of the 
uterus in a, Humpstone, O. P., 
94 

Pneumoperitoneum, artificial, treatment 
of tubereulous peritonitis by, 
Stein, A., 658 

Polak, J. O., The defects in our ob- 
stetrie teaching, (Abst.), 453 

(with Welton, T. 8.) A study of the 

origin of bleeding in ectopic 
pregnaney, 164 

Porter, M. F., Teratomata of the ovary, 

600 

version, an analysis of the, 
Speidel, E., 150 


Potter 


683 


Pregnancy after ligation of both tubes, 
Hellendall, (Abst.), 116 

Pregnancy after nephrectomy, 
thews, H. B., 327 

Pregnancy, biologic, diagnosis of, Kam- 
nitzer and Joseph, (Abst.), 670 

Pregnancy, diabetes in, Bell, J. N., 20 

Pregnancy, diagnosis of, by the 
roentgen ray, Bartholomew, Sale, 
Calloway, (Abst.), 671 

Pregnancy, exophthalmic goitre in, Bram, 
Israel, 352 

Pregnancy, heart disease in, Dice, W. 
G., 24 

Pregnancy, labor, and lactation, diffieul- 


Mat- 


ties encountered in, in working 
class mothers and those of the 
edueated class, Ley, (Abst.), 
449 


Pregnancy, uterine torsion in, with fatal 
results, Gordon, O. A., 197 
Pregnant women, the body weight of, 
and the influence of impending 
labor, Lorenzen, (Abst.), 674 

Prenatal and obstetric care, Taylor, 
(Abst.), 450 

Procidentia uteri, sudden death during 
the preoperative treatment of, 
Healy, W. P., 99 

Puberty, the relation of climate to, 
Steinach and Kammerer, (Abst.), 
219 

Puerperal fever, the prevention of, 
Schmitt, (Abst.), 454 

Puerperal infections, the prevention and 
treatment of, Bell, W. Blair, 
(Abst.), 454 

Pyelitis, double, complicating pregnancy 
at sixth month, Smith, W. 8S 


” 
201 


Q 


Quimby, Edith, (with Bailey, H.), The 
use of radium in cancer of the 
female generative organs, 117 


R 

Radasch, Superfetation or superfecunda- 
tion, (Abst.), 673 

Rawls, R. M., End results of amputation 
of the cervix and trachelorrhaphy, 
1 

Reel, P. J., Congenital malformation of 
the female genitalia, 604 

Reynolds, Diagnosis in sterility, (Abst.), 
111 

Reynals, Intrauterine anaphylaxis: Re- 
lation of anaphylaxis to preg- 
naney, (Abst.), 672 

Riley, J. W., An unusual case of ex- 
trauterine pregnancy, 630 

Rives, A. E., Nitrous oxide and oxygen 
continuous analgesia and anes- 
thesia with rebreathing in obstet- 
ries. Technie of administration 
and summary of results, 296 


il 


684 


Rongy, A. J., (with Rosenfeld, 8. 8. 
Transuterine insufflation, a diag- 
nostic aid in sterility, 496 

Influence of menstruation 
on the food tolerance in diabetes 
mellitus, (Abst.), 221 

Rosenfeld, 8. 8., (with Rongy, A. J.), 
transuterine insufflation, 
nostic aid in sterility, 496 

tubin, The nonoperative determination 

ot patency of the fallopian tubes, 
Abst.), 112 
P., The action of the commoner 
ecbolies in the first stage of labor, 
134 


The dangers of 


Rosenbloom, 


a diag 


Ri 


pituitary extract: 
Some clinical and experimental ob- 
servations, (Abst.), 452 

Rut! Charl E., coincident 
cestation and acute 
appendicitis, 525 


ectopic 
suppurative 


Ss 


with Bartholomew and Calloway 

Diagnosis of pregnancy by the 

roentgen ray, (Abst.), 671 

Salesby, The antenatal factors of 
and death—genetic, 
cestational and 

Abst.), 449 

Sanes, K. I., Ureteral obstructions, 405 

Sehick, Menstrual poison, (Abst.), 221 

Schickle, G., Studies on fune 
tion, (Abst.), 218 

Schiffmann, The question of sterilization 
by means of ligation of the 
tubes, (Abst.), 114 

Shlenker, M. A., Death of a 
twin pregnancy due to 
the eord, $45 

Schmitz, The treatment of cancer of the 

uterus, (Abst.), 338 


life 
toxigenetiec, 
obstetrical, 


ovarian 


fetus in 
twists in 


Schmitt, The conduct of labor in con- 
tracted pelves, (Abst.), 452 
The prevention of puerperal fever, 


(Abst.), 454 

Sehwarz, O. H., (with McNally, F. P.), 
Diffuse adenomyoma of the uterus, 
457 

Schweitzer, Attempts to decrease the 
mortality of operation for uterine 
earcinoma, (Abst.), 335 

Seitz, Carcinoma treatment and dosage, 
(Abst.), 338 

(with Jess), Renal glycosuria of preg- 


nancy in the diagnosis of preg- 
nancy, (Abst.), 671 
Semen, parenteral injection of, (Abst.), 


Dittler, 109 
Sepsis, the causation and prevention of 
puerperal, Bourne, (Abst.), 454 
Sequiera, The dangers and treatment of 
antenatal svphilitic environment, 
‘Abst.), 450 


INDEX 


Shaw, The present position of the treat 
ment of carcinoma of the cervix, 
(Abst.), 340 

Shlenker, M. A., 
441 

Skeel, R. E., Some phases in the evolu- 
tion of the diagnosis and treat- 
ment of cancer of the cervix, 252 


Hydatidiform mole, 


Smiley, Prophylaxis in carcinoma of the 
eervix, (Abst.), 33 
Smith, W. S., Double pyelitis complicat- 
ing pregnancy at sixth month, 
201 
Snyder, F. F., (with Corner, G. W.), 
Observations on the distribution 
and function of the uterine cil 
iated epithelium in the pig, with 
reference to certain clinical hy- 
potheses, 358 
Speidel, E., An analysis of 
version, 150 
Spencer, H. R., William 
stetric physician 
cist, (Abst.), 448 
Spermatozoa in the diagnosis and treat- 
ment of sterility, methods of ex 
amining for, Max Hiihner, 
(Abst.), 111 
anesthesia, the indications for 
and the dangers in the use of, in 
obstetrics, gynecology and abdom- 
inal surgery, Huggins, R. R., 412 
Stein, A., Treatment of tuberculous 
veritonitis by oxygen inflation of 
the abdominal cavity, 658 
Steinach, The relation of climate to 
puberty, (Abst.), 219 
Sterility in the female, frigidity and, 
Talmey, (Abst.), 112 
Sterility, diagnosis in, Reynolds 
Macomber, (Abst.), 111 


the Potter 


Harvey, Ob- 


and eynecolo 


Spinal 


and 


Sterility in the female, Couvelaire, 
(Abst.), 110 

Sterility, treatment of, Nassauer, 
(Abst.), 113 


Sterilization, a new method of temporary, 
Wessel, (Abst.), 114 
Sterilization, a new method of 

Hellendall, (Abst.), 116 


tubal. 


Sterilization, answer to Flatau’s paper 
on, Medlener, (Abst.), 116 
Sterilization by knotting the tubes, 


Flatau, (Abst.), 115 

Sterility, the ‘‘higher-up’’ theory of, 
and its relation to the endocrines, 
3andler, (Abst.), 115 

Sterilization, the question of, Van der 
Velde, (Abst.), 115 

Sterilization by means of ligation of the 
tubes, the question of, Schiffmann, 
(Abst.), 114 

Stickel, The menstrual blood, 
221 

Stillbirth, Its causes, pathology and 
prevention, Browne, (Abst.), 453 


(Abst.), 


= | 
“| 4 


INDEX 


Stone, I. S., Primary carcinoma of the 

female bladder, case report, 517 

in the urine, the significance of 

small amounts of, Kast, L., War- 

dell, E. L., and Myers, V. C. 

(Abst.), 671 

Sullivan, R. Y., Hemorrhage during the 
early months of pregnancy, 520 

Superfetation, Ingram-Johnson, (Abst.), 
673 

Superfetation or superfecundation, Rad 
asch, (Abst.), 673 

Syphilis, a dispensary for, as part of a 
maternity service, (Abst.), 450 

Talmey, Frigidity and sterility in the 
female, (Abst.), 112 

Tate, M. A., A method of delivery in nor- 
mal eases, 61 

Taussig, F. J., The hypertrophiculcera- 
tive form of ehronie  vyulvitis. 

Elephantiasis, esthiomene, syphi- 

loma), 281 

Prenatal 

( Abst.), 450 

Teaching undergraduates 
Mendenhall, A. M., 53 

Tetany treated with calcium lactate, re- 
covery after postoperative, Healy, 
W. P., 99 

The slaughter of the innocents, Findley, 

P., ao 

Thoms, Herbert, Four cesarean 
tions on one patient, 529 

Titus, Paul, Toxemia of early pregnancy 
(Collective Review), 209 

Toxemia of pregnancy and uterine sep- 
sis, the relationship between, a 
study of 400 toxemia cases, Kel- 
logg, F.. S., 366 

Tracheloplastie operation, obstetrical end 
results of the, Magid, (Abst.), 
568 

Tschirdewahn: Ovulation, corpus luteum 
and menstruation, (Abst.), 218 


Suga 


Taylor, and obstetrie care, 


obstetrics, 


opera 


U 


Umbilicus, primary sarcomatous tumor 
of the, Dorman, F. A., 93 

Uterine cancer, Dunean, (Abst.), 340 

Uterime movements, observations, on 
Wijsenbeek, (Abst.), 673 

Uterus, double, and vagina, Hadden, Da- 
vid, 526 

Uterus, rupture of, following pituitrin, 
Langrock, E. C., 656 

Uterus, sarcoma of, in infant, 
S., 322 


va 


MeLean, 
Ureter, supernumerary, emptying extra- 
vesically, Furniss, H. D., 644 
Ureteral obstructions, Sanes, K. I., 405 

Vv 
Vagina, absence of, 
justifiable for? 


are the operations 
Holden, F. C., 439 


685 

Vagina, atresia and stricture of 
King, J. E., 290 

Van der Velde, The question of steriliza- 
tion, (Abst.), 115 

Vulvitis, the hypertrophic-ulcerative 

form of chronic, (elephantiasis, 

esthiomene, syphiloma), Taussig, 

F. J., 281 


the, 


W 

Waldo, R., Abdominal drainage, 456 

Ward, G. G., Jr., Presidential address, 
Amer. Gyn. Soc.—Forty-seventh 
annual meeting, 573 

Wardell, E. L., (with Kast, L., and 
Myers, V. C.), The significance of 
small amounts of sugar in the 
urine, (Abst.), 671 

Warthin, The differential diagnosis of 
chanere and earcinoma of the 
cervix, (Abst.). Soo 

Welchii, B., blood stream infection of 
uterine origin, report of a case of, 
Matthews, H. B., 307 

Welton, T. S., (with Polak, J. O.), A 
study of the origin of bleeding in 
ectopic pregnancy, 164 

Wessel, A new method of temporary 
sterilization, (Abst.), 114 

Wijsenbeek, Observations on 
movements, (Abst.), 673 

William Harvey, obstetric physician and 
gynecologist, Spencer, 
(Abst.), 448 

Williams, John T., Normal variations in 
type of the female genitalia and 
their obstetrical significance, 345 

Williamson, A. C., The premature separa- 
tion of the normally implanted 
placenta, 385 

Willson, P., Indications for the manage- 
ment of the cord stump, 506 

Wiltshire, Basal metabolism in menstrua- 
tion, (Abst.), 220 

Winter, Increasing inoperability of 
uterus cancer and its: remedy, 
(Abst.), 332 

Wright, T., Views of primitive people 
concerning the eare of the parturi- 
ent, (Collective Review), 104 


uterine 


x 


X-ray and radium treatment in gvnecol 


ogy, Frankl, (Abst.), 338 
Y 
Yates, H. W., Treatment of abortion, 42 
Z 
Ziegler, C. E., Additions to our obstetric 
armamentarium, 46 


Zoudek, The menstrual blood, (Abst.), 
221 


Zweifel, The significance of early symp- 
toms in the management of cancer 
of the uterus, (Abst.), 331 


| 


686 


THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


The American Journal 
of Obstetrics and Gynecology 


GEORGE W. KOSMAK, M.D., Editor HUGO EHRENFEST, M.D., Associate Editor 


Published by THE C. V. Mossy Company, 508 North Grand Ave., St. Louis, Mo. 


Published Monthly. Subscriptions may begin at any time. 


Editorial Communications 


Original Contributions.—Contributions, letters, books for review, and all other com- 
munications relating to the editorial management of the Journal should be sent to Dr. George 
W. Kosmak, 23 East 93d Street, New York. 

All articles published in this Journal must be contributed to it exclusively. If subse- 
quently printed elsewhere (except in a volume of Society Transactions) due credit shall be 
given for original publication. The editor relies on all contributors conforming strictly to 
this rule. 

Neither the editor nor the publisher accepts responsibility for the views and _sstate- 
ments of authors as published in their “Original Communications.” 


Translations.—The Journal will be pleased to receive, and to translate contributions by 
Continental authors if on examination they prove desirable. 


Illustrations.—A reasonable number of halftone illustrations will be reproduced free of 
cost to the author, but special arrangements must be made with the editor for color plates, 
elaborate tables or extra illustrations. Copy for zinc cuts (such as pen drawings and charts) 
should be drawn and lettered only in India ink, or black typewriter ribbon (when the type- 
writer is used), as ordinary blue ink or colors will not reproduce. Only good photographic 
prints or drawings should be supplied for halftone work. 


Exchanges.—Contributions, letters, exchanges, reprints, and all other communications 
relating to the Abstract Department oi the Journal should be sent to Dr. Hugo Ehrenfest, 713 
Metropolitan Building, St. Louis, Mo. Writers on gynecological subjects are requested to 
place this address on their regular mailing list for reprints. 

Reprints.—Reprints of articles published among “Original Communications,” may be 
ordered specifically, in a separate communication to the Publishers, The C. V. Mosby Co., 
508 North Grand Ave., St. Louis, U. S. A., who will send their schedule of prices. 


Review of Books.—Publishers and Authors are informed that the space of the Journal 
is so fully occupied by matter pertaining to the branches to which it is devoted, that only 
works treating of these subjects can be noticed. Books and monographs, native and foreign, 
on Obstetrics, Gynecology and Abdominal Surgery will be reviewed according to their merits, 
and space at disposal. Send books to Dr. George W. Kosmak, 23 East 93rd Street, New York. 


Business Communications 
Business Communications.—All communications in regard to advertising, subscriptions, 
change of address, ete., should be addressed to the publishers, The C. V. Mosby Company, 508 
North Grand Ave., St. Louis, Mo. 
Subscription Rates.—Single copies, 75c. To anywhere in United States, Cuba, Porto 
Rico, Canal Zone, Mexico, Hawaii and Philippine Islands, $6.00 per year in advance. ‘To 
Canada and under foreign postage, $6.40. Includes two volumes a year, January and July. 


Remittances.—Remittances for subscriptions should be made by check, draft, postoffice or 
express money order, or registered letter, payable to the publishers, The C. V. Mosby Co. 

Change of Address.—The publishers should be advised of change of subscriber’s ad- 
dress about fifteen days before the date of issue, with both new and old addresses given. 


Nonreceipt of Copies.—Complaints for nonreceipt of copies or requests for extra numbers 


must be received on or before the fifteenth of the month of publication; otherwise the supply 
is apt to be exhausted. 


Advertisements.—The advertising policy of the Journal will conform to the standards set 
by the Council of Pharmacy and Chemistry of the American Medical Association. Only articles 
of known scientific value will be given space. Forms close first of month preceding date of 
issue. Advertising rates and page sizes on application. 


| 
|_| 


ADVERTISEMENTS 


ILODALBIN 


a protein-iodine compound for internal administration 


HE therapeutic effects for which you prescribe 
iodides are produced most readily by those 
iodine compounds that are easily split up in the 
body. It is the available iodine that does the work. 


In the case of lodalbin, contact with the intes- 
tinal juice severs the loose bonds that unite the 
iodine with the protein base. 


That’s what makes Iodalbin rapidly effective. 


And besides being effective, its blandness makes 
it acceptable to sensitive patients. It is especially 
gratifying to those who object to the taste and 
nauseating effect of sodium or potassium iodide. 
A fair average dose for such cases as four times aday. Evenin certain other 
pleuritic effusion, dry bronchitis, lead diseases—cases requiring much larger 
poisoning, chronic rheumatic arthritis doses, such as tertiary syphilis and 


and the minor degrees of hypothy- myxedema—Iodalbin canbe given with a 
roidism, is 5 grains, repeated three or minimum of discomfort to the patient. 


Parke, Davis @ Company 


Supplied as a 
powder in ounce 
vials and in 
5-grain capsules. 


vow 


fi] 
| 
] 
{ODALBIN 
| 6 GRAINS 
lODALBIN 
| . 
| 
PARKE. DAVIS & CO j 


THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


(OFFICE TYPE) 


SPHYGMOMANOMETER 


Its use obtains continuously accu- 
rate information during the most 
delicate operations. 

Your postal card request brings 
complete information. 


Taylor /nstrument Companies 
Rochester, N. Y. 


Fever Thermometers—Urinary Glassware 


S-213 


RADIUM 


positive identification 

( done in such a pleasing 


manner that it constitutes a good 
4, 


will worker for Obstetrician and 

Hospital. A handsome sanitary 
enamel, baby blue bead necklace is 
strung with white enamel lettered 
beads, spelling name, and sealed on 


#, baby before umbilical cord is Oe 
4% cut. Rapid and does not adi 
2 irritate the baby’s 


> neck. 


Relieves hospital staff and mother from worry. Over 
1000 (methods) sold to hospitals during 1920-1921. Write 
for sample necklace, bearing your name, Illustrated Litera- 
ture, Price of complete cabinet, etc. Advise number of 
obstetrical cases per month. 


J. A. DEKNATEL & SON, Inc. 
12 Heyward Street BROOKLYN, N. Y. 


See our Exhibit at Meeting of American Hospital Ass'n, 
Atlantic City, September. 


SERVICE 


Adequate amounts of radium avail- 


able at reasonable rates for use 


Close 
co-operation 


maintained with 


physicians referring 


patients. 


TELEPHONES: 
Bell— Kinloch— 
Lindell 5470 Central 4175 


Address: D. O. Cooper 


in Surgery, Gynecology, 


Urology, Dermatology 
and Ophthalmology. 


THE CiTY 
SURROUNDED 


St. Louis 


TATES 


Secretary, 400 Metropolitan Building 


2 
| TheNursery NameNeddace 
Meied Babe | 
| 
= 
— 


ADVERTISEMENTS 3 


STORM «« 


Binder and Abdominal Supporter 


| PHYSICIAN’ S FURNITURE 


‘ never fails to satisfy. 


Mark 


Trade 


‘‘He profits most who serves best.’’ 


FOR ANY CONDITION NEEDING The Gynaecologist cannot afford to use any- 
ABDOMINAL UPLIFT. thing but the best. 


Our appliances will suit you and our prices 
Ask for 36 page Illustrated Folder. and terms will suit. 
Mail orders filled in 24 hours. 


KATHERINE L. STORM, M.D., 
1701 Diamond St., PHILADELPHIA 910 Alabama Street 


Write for catalog 


W. D. ALLISON CO., M’f’r’s. 


Indianapolis, Ind. 


> | The Management of an Infant’s Diet | 


Diarrhea 


The importance of nourishment in intestinal dis- 
turbances that are so common during the warm weather 
is now recognized by physicians, and it is also appreciated 
that the nutrition furnished must be somewhat different 
than the milk modification usually supplied to the normal 
infant. 

Food elements that seem to be particularly well 
adapted, mixtures that are suitable to meet the usual 
conditions, and the general management of the diet, 
are described in our pamphlet —“The Feeding of Infants 
in Diarrhea”—a copy of which will be sent to any 
physician who desires to become familiar with a rational 
procedure in summer diarrhea. 


4| Mellin’s Food Company, Boston, Mass. | 


(Lz 
@) @) 
wees 


4 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


| 
DIARRHOEA IN INFANTS 


Summer Diarrhoea, Fermentative Diarrhoea, etc. 


ED MEADS 


PROTEIN MILK is used in a large number of hospitals and by pediatricians in their private 
practice to correct diarrhoea in infants, Its value has been fully demonstrated by its use over 
a period of years. 

Formerly the preparation of Protein Milk in the home was complicated as well as expensive 
which interfered with the doctor's orders being carried out. 


MEAD’S CASEC 


A new preparation, known as CASEC, has been perfected by MEAD which makes it possible to 
do away with the complicated side of preparing Protein Milk The ease with which Protein 
Milk can be prepared with Casec has made it practical and widened its use, and now physicians, 
nurses and mothers may prepare Protein Milk with Casec with the same ease and accuracy as 
the preparation of any other milk modification in the home. 

MEAD’S CASEC is a calcium-caseinate product prepared from the casein of fresh skimmed 
milk. Full description, analysis and directions for use will be furnished upon request. 


THE MEAD JOHNSON POLICY 


MEAD'S Mead’s Infant Diet Materials are advertised MEAD'S CASEC 
DEXTRI-MALTOSE only to physicians. No feeding directions ac- 
company trade packages. Information regard- | for babies with diar- 
for average infant feed- | ing their use reaches the mother only by written | rhoea. 
ing instructions from her doctor on his private 


prescription blank. Literature furnished only 
to physicians. 


MEAD JOHNSON & COMPANY, 


FOR DEMONSTRATIONS TO PATIENTS 
and for quick reference you can 


SAVE VALUABLE TIME 


by using the accurate, colored, life-size 


AMERICAN FROHSE 


Anatomical Charts 


For Obstetricians and Gynecologists we furnish 
the lower half of our new chart shown to the 
left, reproduced from original drawings by Max 
Brodel of Johns Hopkins Medical School. Dur- 
ably clothbacked and in convenient spring roller 
mountings. 


Send Coupon TODAY for Descriptive Circular Giving Full Information 


A. J. NYSTROM & CO., 2249 Calumet Ave., CHICAGO 


Gentlemen: Send me without obligation descriptive circular regarding your new American Frohse 
Anatomica! Chart for Obstetrics and Gynecology. (AJO-62) 


| 
| 
| 
|: 

ay 
249 


ADVERTISEMENTS 5 


@ The gynecological patient needs something more done for her 
after the skilled surgeon or specialist has finished his work. 
She needs blood building and muscle building, improved metabo- 
lism and better nerve tone. Especially she needs training of the 
bowels to normal action without drugs. 


@ Physical reconstruction by normal biologic living under the 
supervision of experienced physicians and by well trained at- 
tendants has restored hundreds of invalid women to health and 
usefulness. 


@ The Battle Creek Sanitarium offers superior opportunities for 
cases requiring this sort of institutional care, under pleasant 
surroundings. 


Address 
BATTLE CREEK SANITARIUM 
J. H. KELLOGG, M.D., Supt. Battle Creek, Michigan 


CONTENTS FOR JUNE, 1922 


Original Communications 


Physiology the Basis of Future Gynecology. By George Gray Ward, Jr., M.D., New 


The Ovarian Function. By William P. Graves, M.D., Boston, Mass. ..........++..eeee05 583 


The Application of Metabolism Studies to the Fetal and Neonatal Periods of Life. By 


Teratomata of the Ovary. By Miles F. Porter, M.D., F.A.C.S., Fort Wayne, Ind. 


Congenital Malformation of the Female Genitalia. By Philip J. Reel, M.D., Columbus, Ohio. 604 


Is Conservative Obstetrics to be Abandoned? By W. C. Danforth, B.S., M.D., F.A.C.S., 
A Device for Aseptic Intrauterine Manipulations. By F. C. Hendrickson, M.D., Cincinnati, 
Treatment of Cardiac Failure During Pregnancy. By Harold E. B, Pardee, M.D., New 
A New Hydrostatic Bag for the Induction of Labor. By Geo. H. Lee, M.D., Galveston, 
An Unusual Case of Extrauterine Pregnancy. By John W. Riley, M.D., F.A.C.S., Oklahoma 


Pelvic Hematocele from Causes other Than Ectopic Pregnancy. By J. Wesley Bovée. 
M.D., F.A.C.S., Washington, D. C. 


‘ 

i 

| 
...... 600 
A_ Method of Tubes | William T. M.D., New York, 


THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


McKesson 


sunior Secist | Woman's Sufferage Removed 


Simpson thought women should not 
suffer in childbirth. Since then thou- 
sands have been relieved by gas-oxygen 
analgesia, with McKesson Automatic Ap- 
bliances. 


Write us for literature on gas-oxygen 
in obstetrics—the best means of pain 
relief, which shortens the second stage. 


Sold by leading instrument dealers 


Toledo Technical Appliance Co. 


Fully automatic Toledo, Ohio 


CONTENTS—Continued 


Society Transactions 
New York Academy of Medicine. Section on Obstetrics and Gynecology. Stated Meeting, 


Two Cases of Supernumerary Ureters Emptying Extravesically. By Dr. H. Dawson 
Vaginal Caesarean for Eclampsia. By Dr. William H. W. Knipe ...........-+-++-. 646 
Ectopic Gestation and Ovarian Abscess. By Dr. Knipe ..........-..eeeeeeceeecees 647 
Cardiac Failure During Pregnancy. By Harold E. B. Pardee ...........e.eeeeees 649 
New York Academy of Medicine. Section on Obstetrics and Gynecology... Stated Meeting, 
Pregnancy Following Cesarean Section with Subtotal Hysterectomy in a Case of 
Unrecognized Uterus Duplex. By Dr. Henry C. Cowles ...........eeeeeeees 652 
Mote. By Dr. George Broditad 655 
Rupture of the Uterus Following Pituitrin. By Dr. Edwin C. Langrock ...........- 656 
Treatment of Tuberculous Peritonitis by Oxygen Inflation of the Abdominal Cavity, 
Artificial Pneumoperitoneum. By Dr. Arthur Stein ............eeceeseeeeees 658 
Obstetrical Society of Philadelphia, Meeting of December 1, 1921 ..........0ceeceeeeeees 663 
Ovacion Functions, By Dr. William PB. 663 


Department of Reviews and Abstracts 


Selected Abstracts—The Physiology of Pregnancy .........ccccccccccccccccscccccsccceees 668 


ADVERTISEMENTS 


~ak:-Pre-eminent and Everlasting \ 


> 


RADIUM / 


SERVICE 


“Ti e. Marl; of a Complete and Careful 


Come up to Colorado 
for your Summer Vacation 
Visit Our Laboratories 


IF YOU ARE INTERESTED IN RADIUM 
OUR SHORT, INTENSIVE COURSES IN THE 
PHYSICS OF RADIUM AND RADIUM THER- 
APY, LASTING ONE WEEK, WILL GIVE YOU 
AN INTRODUCTION TO THE WORK OF THE 
RADIUM THERAPIST. 


THESE COURSES ARE FREE AND ARE 
OPEN TO A LIMITED NUMBER OF PROPERLY 
QUALIFIED PHYSICIANS. WRITE FOR PAR- 
TICULARS. 


THE RADIUM COMPANY OF COLORADO 
RADIUM BUILDING, DENVER 


BRANCH OFFICES 


NEW YORK CHICAGO SAN FRANCISCO 


244 MADISON AVE 853 PEOPLES GAS BLOG 562 MARKET ST. 


‘ 
| 
\ 
\ 
T 
| 


THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


(Armour 


LABORATORY 


PRODUCTS J 


Asthma and Hay Fever 


Suprarenalin Solution 


Local application to eyes, nose 
and throat, hypodermatically 
1:10000 solution into the arm or 
neck, 


Suprarenalin designates the 
pure Suprarenal astringent 
hemostatic and pressor principle 
without preservatives. 


and Ointment, 1:1000 


In Obstetrics and Surgery 


Pituitary Liquid, an uncon- 
taminated solution of posterior 
Pituitary substance, standard- 
ized, 4 c. c. ampoules, obstet- 
rical or surgical, 1 c. c. ampoules 
surgical or obstetrical. 


Literature to physicians, pharmacists and hospitals 


ARMOUR 4x» COMPANY 
CHICAGO 


WE BELIEVE 


HE Medical 


Profession will be 


pleased to know that for the past 
nine months the Sherman ten mil. vial 
has been filled to contain 12% milliliters 


of vaccine. 


In the future this package will be 


known as a mil. vial and will sell 


at $2.00, the price of the former 10 mil. 


vial. 


This is equivalent to a price of $1.60 
on a ten mil. basis and is an increase of 
25% in the quantity of vaccine. 


Bacteriological 


Laboratories of 


G. H. SHERMAN, M. D. 
DETROIT, MICH. 


— 


ADVERTISEMENTS 9 


There are eight different models of 


‘“(Gwathmey Apparatus” 


For gas-oxygen and ether anesthesia. 


This illustration shows the one used in the 
Obstetrical Dept. of Johns Hopkins in Balti- 
more. It is the Model No. 66. 


Dr. A. E. Rives uses the Model No. 1—the 
smallest, portable. They are all alike in prin- 
ciple with the infallible ““Sight feed’. They 
all take care of “‘Painless Labor’’ as well as deep 
anesthesia, which may eventually be required 
at the end of an obstetrical case. 


FOR CATALOG WRITE TO 


THE FOREGGER CO., Inc., 


47 West 42nd St., NEW YORK 


Gwathmey No. 66 


Applicators of Approved Design. 
Salts of Highest Purity. 
| U.S. Bureau of Standards Certificate. 


Standard Chemical Co. 


Our SERVICE IS TRADITIONAL 


| Courses of L Pittsburgh R CH C 
| “The Therapy” ADIUM EMICAL 0, 
| 


William H. Cameron, MD Charles H. Viol, Ph.D PITTSBURGH, PA. 

LV. Walker, A.B Arthur L. Miller, B.S.,Ch. B BOSTON CHICAGO NEW YORK 
| information Mailed on Request. Little Building Marshali Field Anngx Building S01 Fifth Avenue 
1 SAN FRANCISCO 
| Flood Building 


| 
| 
| 
| 
| 
| 


i\| 
> 
ry 
j 
} 
| 


10 


THE AMERICAN JOURNAL OF OBSTETRICS 


AND GYNECOLOGY 


Announcement of Publication 


DISEASES 
OF THE 


THYROID GLAND 


By Arthur E. 


School of 


Hertzler, M.D., F.A.C.S., Professor of Surgery in the University of 
Medicine; the Halstead Hospital, Halstead, 
Surgeon to St. Luke’s Hospital and St. Mary’s Hospital, Kansas City, Mo., and to 


Kansas Surgeon to Kansas; 


Provident Hospital, Kansas City, Kansas. 


250 pages x9 with 106 illustrations, prepared especially for this book. Price, silk 
cloth, $5.00. 
Table of Contents 
I. Etiology and Pathogenesis of VI. Goiters in Unusual Places. 


Goiter. 
If. Normal and Pathologic 
of the Thyroid Gland. 
. Symptomatology of Diseases of the 
Thyroid Gland. 


VII. Hospital Management of 
Patients, by Victor E. 

Treatment of 
Thyroid Gland. 


IX. Topographic Anatomy of the Thy- 


Goiter 
Chesky. 


the 


Anatomy 
VIII. 


Diseases of 


IV. Diagnosis of Thyroid Disease. 


i Prognosis in 
Thyroid. 


the 


Diseases ot 


roid Gland. 
X. Technic of Operations on the Thy- 
roid Gland. 


Physicians and Surgeons Will Welcome this New Work 


the 


this new work he has given the profession the result of his large experience with the 


Dr. Hertzler has long been considered one of leading surgeons of America. In 


thyroid gland. This work represents the experience gained during many years study 
of an exceedingly large number of cases. <A special feature of this monograph is the 
fact that the author has emphasized the importance of the interstitial cells in the 
pathology of a certain type of goiter. The series of drawings by Tom Jones illustrat- 
the 


The preliminary sketches were made beside the 


ing the topographic anatomy and the operative technic of the operations on 
thyroid gland are especially valuable. 
operating table and present the various steps with more than the average degree of ac- 
curacy. A special chapter is included on ‘‘ Hospital Management of Goiter Patients’’ 


by Victor E. Chesky, Associate Surgeon to the Halstead Hospital. 


The book will be published about July Ist—Enter your order now. 


C. V. Mosby Company- Publishers -St. Louis, Mo. 


| 

‘ 


ADVERTISEMENTS 


11 


RUBIN’S APPARATUS | 
For Testing the Patency of the Fallopian Tubes 


Made by E. MACHLETT & SON 


Manufacturers of Chemical Glassware, X-Ray 
‘ubes, Vacuum Electrodes 


153 East 84th Street, New York, N.Y. | 


THE 


FRANK EDW. SIMPSON 


RADIUM INSTITUTE 


1604 Mallers Bldg. 59 East Madison St. 
Cor. Wabash Avenue 


Telephone Randolph 5794 


C C A G O 


Dr. FRANK Epw. Simpson 


Director 


We desire to confer and cooperate with 
physicians and surgeons, assuring them ade- 
quate amounts of Radium or Radium Ema- 
nation to meet the requirements of patients 
referred to us. 


Your inquiry or request for specific infor- 
mation on any point will be welcome. 


Back Numbers Wanted 


We will pay fifty cents per copy for the 
issues of certain back numbers of the Amer. 
Jour. of Obstet. and Gynec. Write us 
what you have before sending in your 
Journals. 


American Journal of 


Obstetrics & Gynecology 
508 N. Grand Ave. St. Louis, Mo. 


"Horlicks. 


| i 


The Original Malted Milk 


For the dietetic needs of your in- 
fant, medical and surgical patients 


Asthma 


By Orvitice H. Brown, A.B., M.D., Ph. D., 
Formerly Assistant Professor of Medicine in 
St. Louis University. Foreword by Dr. George 
Dock, Professor of Medicine in Washington 
University. 330 pages, with 56 engravings and 
A complete and up-to-date monograph 
alone in its field. Presents an exposi- 
tion of the nonpassive expiration 
theory. Should greatly aid the physi- 
cian in curing and abetting the suffer- 
ing asthmatic patients. 


C. V. MOSBY CO.— Publishers 


508 North Grand Blvd., ST. LOUIS 


Trade Mark Registered. 


Gluten Flour 
40% GLUTEN 
Guaranteed to comply in all respects to 


standard requirements of U. S. Dept. of 
Agriculture. 
Manufactured by 
FARWELL & RHINES 
Watertown, N. Y. 


= 

— 
|| 
——_ 


AND GYNECOLOGY 


12 THE AMERICAN JOURNAL OF OBSTETRICS 


The Only Journal of its Kind 


American Journal of Syphilis 


A Quarterly Journal, devoted to the Study, Prevention, Treatment, and 
Control of Syphilis 


Published four times the year. Volumes 
begin with January of each year. Sub- 


—— * scriptions may begin at any time. $7.00 
per year under domestic postage, including 
the United States, Cuba, Mexico, Porto 
Rico, Canal Zone, Hawaii and Philippines. 
In Canada, $7.40. Under foreign postage, 
$7.80. Single copies, $1.75. 
and 1000 pages of reading 
exclusive of advertis- 
profusely illustrated 


setween 800 
matter each year, 
ing. Each issue is 
with many original illustrations as inserts, 
and throughout the year many beautiful 
color plates. An important feature is the 
abstract department, in which appear the 
abstracts of the important articles on the 
subject from the leading publications of 
the world. Seventeen department editors 
of international reputation, with eighty 
collaborators representing every field in 


| 
= 
a 
> 


THE AMERICAN JOURNA 


Wot 


medicine, 


An Editorial Board Representing Every Branch That Insures Real Service 
Editor Associate Editor 
Wm. H. Deaderick, M.D. Grayson E. Tarkington, M.D. 
Hot Springs, Ark. Hot Springs, Ark. 


Department Editors 
The Parasitology of Syphilis Syphilis and Urology 
Hideyo Noguchi, M.D., New York. John R. Caulk, M.D., St. Louis. 
The Pathology of Syphilis 
Eugene L. Opie, M.D., St. Louis. Syphilis and 
The Therapy of Syphilis 

Jay F. Schamberg, M.D., Philadelphia. — ee 

F, W. Lynch, M.D., San Francisco. 


The Social Aspects of Syphilis 
M.D., Asst. Surgeon-General 


Internal Medicine 


M.D., Baltimore. 


Nose and Throat 


Cc. C. Pierce, 
Division of Venereal Diseases 
U. S. Public Health Service. Robert Levy, M.D., Denver. 
Syphilis and Neurology 
Joseph Collins, M.D., New York. Syphilis and Dermatology 
John H. Stokes, M.D., Rochester, Minn. 


Syphilis and the Eye 


Myles Standish, M.D., Boston. 
The Surgery of Syphilis 


Corgenital Syphilis Rudolph Matas, M.D., New Orleans. 
W. W. Butterworth, M.D., New Orleans. 
of Syphilis 


The Roentgenology 
Rochester, Minn. 


The Serology of Syphilis 
Colonel Chas. F. Craig, U. S. Army. R. D. Carman, M.D., 
sa" Vol. VI began January, 1922. Enter your subscription today so as to be sure of 


receiving the complete volume; or write us for more complete information. 


The American Journal of Syphilis, 


St. Louis, U. S. A. 


801-809 Metropolitan Building 


is 
PREIS] 
2/3), AMERICA’ 
5  \ 
a \ \ 
“a 4” 
|| 
3 | ewer? 


ADVERTISEMENTS 13 


An Important Contribution 
To Successful Obstetric Practice 


ersion 


A Description of the Potter Method 


By Irving W. Potter, M.D., F.A.C.S. 


Obstetrician-in-chief, Deaconess Hospital and St. Mary’s Ma- 
ternity Hospital; Attending Obstetrician Buffalo City Hos- 
pital; Consulting Obstetrician Buffalo Homeopathic Hospital, 
Columbus Hospital and Salvation Army Home, Buffalo, N.Y. 


140 pages, 614x9%, with 42 engravings from original : 
drawings by Howard French, many in two colors. Price, == 
silk cloth binding, $5.00. 


TABLE OF CONTENTS 


Foreword—The Place of Version in Chap. IV.—Author’s Technique of 
Obstetries. Version. 

Chap. I.—Early History of Ver- 
s10n. 

Chap. II.—Version in the Nine- (Chap. VI.—Indications and Advant- 
teenth Century. 

Chap. III.—Present Day Employ- 
ment of Version. Chap. VII.—Conclusions. 


Chap. V.—Criticisms and Answers, 


ages of Version. 


OCTOR POTTER has written this book in response to an almost uni- 
| versal appeal from men everywhere doing obstetrics. It sets forth in 
detail his method for doing version, and each step in the technic is illustrated 
from original drawings and photographs. 


V ERSION performed under the proper conditions is an operation present- 
' ing great advantages to the mother, the child and the attending obstet- 
rician. It lessens shock by shortening labor, it conserves the patient’s 
strength and does away with injuries to the baby’s head. Today many prac- 
titioners are perforraing the Potter technic of Version and are giving their 
endorsement to a procedure which gives them such satisfactory results. 


s™=="CUT HERE AND MAIL TODAY 


| 
'C. V. Mosby Co., 
Sign the coupon : 508 N. Grand Ave., St. Louis, Mo. 
and mail today 5 
&47 Undoubtedly you will want a copy. : , Send me a copy of Potter’s new book on 
Sign the attached coupon today * 4g VERSION, Price $5.00. You may charge the 
and mail. Just as soon as the aie a ee 
book is published, about April 1 


10th, a copy will be sent to you. 


a Obst. Jr. 


14 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


The Punton Sanitarium 


KANSAS CITY, MISSOURI 


A Private Home Sani- 
tarium for Nervous and 


Superintendent 


EDGAR F. DeVILBISS, M.D. 


Assistant Superintendent 


JAMES W. OUSLEY, M.D. 


Gastro-Enterologist 


SANITARIUM, 3001 The Paseo 
OFFICE, 937 The Rialto Building 


FOR INFORMATION COMMUNICATE 
WITH THE SUPERINTENDENT 


BOTH PHONES KANSAS CITY, MISSOURI 


Ic Ic _ JI 


**The book belongs among the few “The forum for discussion among 
first-class ones on the subject.”’ active pediatrists 


—Jouns Hopkins HospitaL BULLETIN 
Archives of 
STEWART’S ( Fifth revised and ) 


enlarged edition 


Pediatrics 


Diagnosis of 


orders of infants and children.’”’ 


Ner V 0 u s D } S e as e S Issued Monthly. Subscription $5.00 


“‘The practical journal on the dis- 


By SIR JAMES PURVES STEWART, SPECIALS 


K. C.M. G., C. B., M. D. Edin., F. R. C. P. 
Southern Number—April 
Philadelphia Number— May 

original diagrams and clinical photographs; also 
colored plates; cloth, prepaid, $11.00. Number—June 


Sent free to new subscribers 


Fifth Edition, 8vo, 628 pages, with 298 illustrations from 


E. B. TREAT & CO., Medical Publishers, 


. . E. B. TREAT & CO., Medical Publishers 
709 Everett Bldg., NEW YORK. 709 EVERETT BLDG. NEW YORK 


| | = | | | | 
Mild Mental Diseases 
WILSE ROBINSON, MD. 


ADVERTISEMENTS 15 


New Second Revised Edition Just Published 


| 


Symptoms of 
Visceral Disease 


A Study of the Vegetative Nervous System 
in its Relationship to Clinical Medicine 
By Francis M. Pottenger, A.M., M.D., LL.D., F.A.C.P., Medical Director Pottenger 
Sanatorium, Monrovia, Calif., Author of “Clinical Tuberculosis,’ ‘‘Tuberculin,’” ‘Muscle 
Spasm and Degeneration,” ‘Tuberculosis and How to Combat It,” etc. 
357 pages, 6x9, illustrated with 86 halftones, line drawings and charts, and 10 


full-page color plates. Second revised and enlarged edition. Price, silk cloth 
binding, $5.50. 


Pottenger believes that the patient who has the disease should receive equal 
consideration to the disease which has the patient. 


@. No book published in récent years Especially valuable are the ten full 
has received such a cordial reception page color plates. 

as Pottenger’s Visceral Disease. The 
now second edition has been revised 
and brought up to date with new text 
matter and new illustrations. 


Table of Contents 


Part 1. Relationship Between the Vegetative 
Nervous System and the Symptoms of Vis- 
Mh oa ceral Disease.—Basis of classification of symp- 
q@ The physician will welcome this 

toms of disease, Symptoms due to toxemia, 
new edition, because it shows the phy- Segmentation of the body, Viscerogenie reflex, 
siologic basis for many of the symp- Reflexes whose afferent impulses course in the 
toms commonly met in disease, offers sympathetic nerves, Reflexes whose afferent 
a means for understanding their vaga-_ inipulses course in the parasympathetic nerves, 
ries as met in his practice, stimulates Sympathetic and para-sympathetic syndromes. 


wast er the patient by reactions and Part II. Innervation of Important Viscera 
affords a basis for their better under-  jith a@ Clinical Study of the More Important 
standing. In short, it emphasizes the Viscerogenic Re Stomach, 
importance of more accurate clinical Intestinal tract, 

. ‘reas, Diaphragm, Bronchi and lungs eura 
mee ;' and , Interpretations of Heart, Aorta, Blood vessels, Salivary glands, 
symptoms, thus aiding in the better Nasal and pharyngeal mucous membranes and 
understanding and enjoyment of that accessory sinuses, Larynx, Eye, Lachrymal 
phase of medicine upon which we are glands, Urogenital tract, Subdermal muscula- 
just entering, in which the patient who ¥™¢, Endocrine glands. 


has the disease is to receive a consid- part III. The Vegetative Nervous System. 
eration equal to the disease which has —General considerations, anatomically con- 
the patient. sidered, and general physiological considera- 

tions, Pharmacological differentiation between 
@ The book is beautifully illustrated neurons of the thoracico-lumbar and cranio- 


with many halftones and line drawings. sacral outflow. 


c. V. MOSBY COMPANY 
508 North Grand Ave., St. Louis, Mo. 

Please send me a copy of the new 2nd edition of 
Pottenger’s “Symptoms of Visceral Disease’ for 
which I enclose $5.50, or you may charge to my 
account. 


Sign and mail coupon now! 


C. V. MOSBY COMPANY 
Medical Publishers 
St. Louis, U.S. A. 


Name 


Obst. Jour. 


F 
FPR 
Pas 
| 
| 
i 
| 


THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


All the bases of the body are drawn upon (not only 
sodium) and lost from the body. When only sodium 
bicarbonate is given the loss of the other bases is not 
made up. 
The use of KALAK WATER makes possible 


the administration of the several bases in agree- 


ble form—an important matter when patients 


must take alkalies for longer periods. 


Each bottle carries in 

sparkling form several Kalak Water Company of N.Y. 

— 23 City Hall Placc New York City 


calcium and magnesium. 


BARD-PARKER KNIFE 


For the Surgeon It’s S h ar p—- 


Ask your dealer 


Blades, doz. $1.50 


Complete Set, in Leather Case $7.50 (Leather Case Alone $1.75) 
Contains One No. 3 Handle, One No. 4 Handle, Six Each Nos. 10, 11, 20, 21 and 22 Blades 


Blades in packages containing 6 of one size 


BARD-PARKER CO., Inc. 37 East 28th Street, New York 


16 
ACIDOSIS 
Oe 


ADVERTISEMENTS 17 


/ 


TESTED 


STANDARDS 


It Is Easy to Claim Superiority But 
Only Scientific Tests Can Prove It 


Only Scientific Tests can show the relative merits of Vitamine Produds. 


Only reliable preparations can stand the “pitiless publicity” of Definite 


Tests and Standards. 


Methods of Testing and Standards should be clearly described by refer- 


ences to scientific literature. 


Our standards and methods of testing are those set by 
Osborne and Wakeman, Jour. Biol. Chem., Dec. 1919. 
This standard is clearly stated on our label. 


Doétors should critically examine indefinite 
general claims for tests and standards. 


Each lot of Yeast Vitamine-Harris is tested by 
this method on not less than three young growing 
animals. 


Recent tests at two of America’s leading Universities prove that 


Yeast Vitamine-Harris 


is the most concentrated, purified and potent preparation of Vitamine-B ever 


offered to the medical profession. 


You will be interested in the recent scientific literature on this important subject. 


See especially 
Pathology of Nutrition in Infancy. Amer. Jour. 
Dis. Children. 20, 461, 1920. 


Some Studies on the Deficiency Diseases of Infancy 
and Childhood. Amer. Med., 11, 762, 1916. 


Discussion of Present Position of Vitamine in Clin- 
ical Medicine. Brit. Med. Jour. 2, 147, 1920. 


Editorial, Jour. A. M. A. 71, 1582, 1918. 


The Use of Pancreatic Vitamine in Cases of Infant 


Malnutrition. Amer. Jour. Dis. Children. 14, 189, 
1917. 
Clinical Research on Vitamines. Revista de la 


Asoc. Medica Argentina, B. A. 34, 200, 1921, ab- 
stracted in Jour. A. M.A. 77, 110, 1921. 


Faulty Food. Jour. A. M.A. 78, 1, 1922. 
Editorial, Lancet, London, Dec. 10, 1921. 


Cod Liver Oil proven source of concentrated Vitamine-A 


Regarding Vitamine-A, science has shown 
that Cod Liver Oil, the most concentrated 
source of this Vitamine, varies in its 
Vitamine content according to the treat- 
ment which the oil has suffered in render- 
ing and refining. 


In using Cod Liver Oil, doctors should 
be sure that it has been actually tested for 
its Vitamine activity. A statement of the 
test should appear definitely on the label, 
Such a tested Cod Liver Oil can be 


obtained from the Harris Laboratories. 


Chart showing Vitamine Content of Common Foods and 


Scientific Literature on Vitamines sent free upon request 


The Harris Laboratories, Tuckahoe, N. Y. 


18 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


A New Book on Pediatrics That is Entirely Different 


The Management 
of the 


ick Infant 


By Langley Porter, B.S., M.D., M.R.C.S. (Eng.), L.R.C.P. (Lond.), Professor 
of Clinical Pediatrics, University of California Medical School; Visiting Physi- 
cian San Francisco Children’s Hospital; Consulting Pediatrician Babies’ Hos- 
pital, Oakland; Consulting Pediatrician Mary’s Help Hospital, San Francisco. 
and William E,. Carter, M.D., Assistant in Pediatrics and Chief of Out Pa- 
tient Department, University of California Medical School; Attending Physician 
San Francisco Hospital, San Francisco. 


645 pages, 6x9, with 54 illustrations, mostly original. 3eautifully 
printed and handsomely bound. Price, silk cloth binding, $7.50. 


Partial Table of Contents 


1. General Considerations. 10. Cough. 16. Skin Diseases. 
2. Vomiting 11. Diseases of Respiratory 17. Genitourinary Diseases. 
Tract. 
2 Diarrhea ; 18. Diseases of the Osseous 
12. Diseases of Digestive System 
4. Constipation. Tract : 
5. Nutrition. 13. Diseases of Heart and 


20. Infectious Diseases. 
21. Practical Methods of 


Circulation. 
14. Diseases of the Blood 


6. Hemorrhage. 


7. Pain and Tenderness. . Treatment. 

ain and and Lymphatic Sys- eat 

8. Convulsions and Syn- tem. 22. Formulas and Recipes. 
copes, 15. Diseases of the Nerv- 23. Drugs. 

9. Fever. ous System. 24. Poisoning. 


The first book in the English language that deals exclusively with the peculiarities 
of disease as it occurs in infancy. The first part deals with the symptoms of dis- 
ease dominant during infancy, the second part considers diseases of babies on a 
systemic plan, and the third part gives detailed instructions for carrying out 
practical methods of treatment, fully illustrated with pictures that really help. 


Qa" Authorities who have examined this new work pronounce it to be a distinct advance in the 
recorded literature on pediatrics. If you want a book that is entirely different, you should send 
in your order today for a copy of Porter & Carter. 

eee ee ese see ese eee eee 


Sign and mail the coupon now! 


C. V. MOSBY COMPANY 
Medical Publishers 


St. Louis, U.S. A. 


Cc. V. MOSBY COMPANY 
508 North Grand Ave., St. Louis, Mo. 

Please send me a copy of the new book by Porter & 
Carter on “‘Management of the Sick Infant’’ for which I 
enclose $7.50, or you may charge to my account. 


Name 


Obst. Jour. 


| 
AOSBY CO 
| 
i 
| 
i 
| 


ADVERTISEMENTS 19 


It brings to a focus the best in _Sxneeernes 


Operative 


Gynecology 


By HARRY STURGEON CROSSEN, M.D., F.A.C.S. 


Associate in Gynecology, Washington University Medical School, and Asso- 
ciate Gynecologist to the Barnes Hospital; Gynecologist to St. Luke’s Hospital, 
St. Louis Maternity Hospital and Bethesda Hospital; Fellow of the American 
Gynecological Society and of the American Association of Obstetricians and 
Gynecologists. 


Second Revised Edition 


725 pages, 614x914, with 830 beautiful halftone engravings and line 
drawings. Price, silk cloth binding, $10.00 


Better than a visit to the gynecologic clinics of the world 


J 1X7 > | Surgery rynec ste ics— 
This edition of Crossen’s ‘‘Operative | 5"79ery, Gynecology and Obstetrics 


) =e | “The diction is clear and recise, and seven hundred 
Gynecology’’ has been thoroughly re- | 
and seventy semidiagrammatic and instructive illus- 


vised, rewritten and printed from en- trations help to leave no point unexplained. The 


tirely new plates. Fifty-six new illus- wide experience of the author as an operator and a 
trations have been added, making in | ‘*#cher manifests itself on every page, and it is safe 
1 1 | ‘ t] | to say that the book will meet with a warm recep- 

all eight hundred and thirty In this | vs 


tion on the part of the profession. 


volume. It is the most profusely illus- 


trated book on the subject in any lan- | 4merican Journal of Surgery— 

ouage From the time that it first “All the useful and accepted operations are described 
n admirable detail, and each step is _ beautifully 
are as been eonsid- | 

ippeare d in 1914, it has been consid illustrated. . . . He takes pains to describe the 


ered the premier book on the subject. character of each case that is best suited for one or 


The second edition is right up-to-date another type of operation. ° ° ° One of the at- 
. eel ° tractive features of Crossen’s work is that it teaches 

and brings to a foeus the best that is bob eg 

as much as this can be taught didactically—the 


known in gynecology. wise selection of operation for the lesion in hand.” 


i 

th De. C Cc. V. MOSBY COMPANY 

you are not familiar with r. Crossen’s other §& 508 N ; 

work on DISEASES OF WOMEN, we will be 

glad to send a copy to you for inspection. a Please send me a copy of 2nd addition of 
i Crossen’s “Operative Gynecology,” for which I en- 
: close $10.00, or you may charge to my account, 

C. V. MOSBY COMPANY 

Medical Publishers St. Louis,U.S.A. 1 

(Obst. Jour.) 
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Invaluable to Pathologists and Research Workers 


THE MEDICAL ASPECTS of 
MUSTARD GAS POISONING 


By ALDRED SCOTT WARTHIN, Ph.D., M.D., Professor of Pathology and 
Director of the Pathological Laboratories of the University of Michigan; and 
CARL VERNON WELLER, M.S., M.D., Assistant Professor of Pathology, Uni- 
versity of Michigan, Ann Arbor. 


About 300 pages, 6% x 934, with 161 original illustrations. Printed on high-grade coated 
book paper and handsomely bound in silk cloth, with gold stamping. Price, $7.00. 


The Most Complete Work on Mustard Gas 


THE most complete work on the CONTAINS a complete experimental 
pathology of military gassing pub- and clinical study of the action of the 


most important gas used by the Germans, 


lished; includes a résumé of all gases : : 
or Dichlorethylsulphide, 


used in warfare, and the medical aspect 
of each of these. 

THIS research received a gold medal 

HAS been said by competent authori- from the American Medical <Associa- 

tion at the Victory Meeting at Atlantic 


ties to be the most complete piece of : 2 
I City, in June, 1919. 


medical research carried out in connection 
with the war. 
ALTHOUGH the war is over, this 
A NOTICEABLE feature of the book book will continue to have great in- 
terest for all military and medical men; 
always will be of great importance in 
connection with occupational diseases, as 
the clinical cases described in the book 
photographs illustrating a medical article, gre those of patients engaged in the 


ever made in this country. manufacture of this gas. 


is the fine photomicrographs. These 
have attracted great attention and have 


been said to be the best set of micro- 


Received Gold Medal at A. M. A. Victory Meeting 


There are chapters on Medical Aspects of Gassing in Warfare, Cutaneous Lesions Pro 
duced by Mustard Gas (Dichlorethylsulphide), Ocular Lesions Produced by Mustard 
Gas, Lesions of the Respiratory and Gastrointestinal Tracts Produced by Mustard 
Gas, General Pathology of Mustard Gas Poisoning, Clinical Pathology of Dichlorethyl- 
sulphide Poisoning, Treatment of Mustard Gas Injuries, General Summary of Mustard 
Gas Poisoning, Complete Bibliography on the Medical Aspects of Gassing in Warfare. 


Beautifully Printed—Handsomely Bound 


aa You should obtain a copy of this epoch-making book, to be handed down to those who 
come after you. Only a limited edition has been printed. Order your copy now. 


(. V. MOSBY CO., Medical Publishers, 


Canadian Agency McAinsh & Co., Ltd., Toronto. English Agency; Hirschfeld Bros., Ltd., London. 
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SPENCER 
CORSETS 


SURGICAL SuPPorRtTS 


SPENCER 
SUPPORTS for 
NON-OPERABLE 
HERNIA 


There are two kinds of Spencer Supports for non-operable 
hernia. One is the Spencer Abdominal Belt for men, and 
women who do not wear corsets; the other is the Spencer 
Supporting Corset for women which combines the Spencer 
Abdominal Support with a Corset designed for each in- 
dividual. 


It is now generally accepted by the medical profession 
that a proper non-elastic abdominal belt is the most 
efficient and comfortable means of retaining a hernia. 
This is especially true of ventral or umbilical hernia. 


Figure 1 
Spencer supports are non-elastic, washable and durable. 
aatie a = 1otograph non-operable, 
A non-elastie support insures that the hernia will stay post operative cain Sian 
reduced and guards against the ill effects of an unex- patient’s days had been spent 
pected strain or accident. in a chair for four years. 


No support helped her. Af- 

ter application of Spencer 
For women who wear a corset it is a hardship to wear @ = Support she did housework, 
separate abdominal belt also. The combination is clumsy, washing and ironing, and 
hot, unsanitary, and the corset often exerts a harmful ‘ert @ garden. 
counterbalance to the belt. 


The Spencer Supporting Corset is a boon to women be- 
cause it combines both belt and corset, which results in 
a light, comfortable, easily adjusted and effective support. 


The designers of Spencer Supports and Corsets have been 
designing and making supports for non-operable hernia 
for the past fourteen years. They have met the increas- 
ing demands of the medical profession in a most gratify- 
ing manner. 


SEND FOR THESE PUBLICATIONS 
Our Medicai Department has issued booklets on the use 
of Spencer Supports for the relief of floating kidney, 
enteroptosis, hernia, chronic intestinal stasis, sacro-iliae 
sprain and maternity support. Use the coupon and men- 


tion the book you are interested in. Pf 
¢ 
BERGER BROTHERS CO. 
We 
BERGER 
137 Dersy AveNuE BROS. CO. 


137 Derby Avenue, 


Figure 2 


q New Haven, Conn. 
Photograph. Same case as New Haven, Connecticut 
Figure 1, wearing Spencer . “a ve Please send booklet on.......+ 
Abdominal Belt. The support & ¢ 
here pictured is not a corset, 
but the belt which we make o” 
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Directory of New and Important Medical Books 


dominal Surgeons. 


For the benefit of our readers we have decided to run in each issue of the Journal, 
a list of new and reliable books of interest to Obstetricians, Gynecologists and Ab- 
We have decided on this as an additional method of serving 


our readers more effectively during 1922. (See further explanation on opposite page.) 


ABDOMEN 


Barnard—Contributions to Abdominal Surgery $ 5. 


Deaver & Ashhurst—Surgery of Upper Ab- 


De Garmo—Abdominal Hernia (Its Diagnosis 

De Garmo—Mechanical Treatment of Ab- 

Rovsing & Pilcher—Abdominal Surgery ..... 6.00 
Cope—Early Diagnosis of the Acute Abdomen 3.45 

CARE OF BABY 
1.25 
Davis—Mother and Child (For the Laity).... 2.75 
Grifith—Care of the Baby ..............c00- 2.50 
Grulee—Infant Feeding 4.50 
Holt—Care and Feeding of Children ........ 1.25 
Holt—Diseases of Infancy and Childhood..... 7.50 
Kilmer—Practical Care of Baby and Young 

Porter & Carter—Management of the Sick In 

Ramsey—Care and Feeding of Infants and 

Children (Suggestions on Nursing) .... 2.50 
Royster—Handbook of Infant Feeding ...... 1.25 
Sheffield—Diseases of Children ............. 9.00 
Slemons—Prospective Mother .............-. 2.00 

GENITOURINARY, ETC. 
Cabot—Modern Urology (2 Vols.) 16.00 
Cullen—Diseases of the Umbilicus............ 12.00 
Gouley—Surgery of Genitourinary Organs .. 2.00 
Greene & Brooks—Diseases of Genitourinary 

Greditzer—Manual of History Taking and Ex- 

amination on G.-U. 50 
Guiteras—Urology (2 Vols.) ........eeeeees 15.00 
Longyear—Nephrocoloptosis 3.00 
Lumb—Gonorrhea (Systematic Treatment) .. 1.75 
Luys & Wolbarst—Cystoscopy and Urethros- 

Morton—Genitourinary Diseases and Syphilis 8.50 
Opie—Diseases of Pancreas ............ec00- 4.00 
Oppenheimer—Practical Points on Gonorrhea 1.25 
Pederson—Urology in Men, Women, Children 8.50 
Pilcher—Practicai Cystoscopy 7.00 
Smith—Genitourinary Surgery 3.50 
Watson—Gonorrhea and Its Complications in 

White & Martin—Genitourinary Surgery ...... 8.50 

GYNECOLOGY 
Anspach—Gynecology 9.00 
Ashton—Practice of Gynecology ............ 9.00 
Bandler—Vaginal Celiotomy 5.50 
Bell—Principles of Gynecology ...........+. 10.00 
Berkeley, Andrews & Fairbairn—Diseases of 


Berkeley & Bonney--—Gynecology in General 


Burrage—Gynecological Diagnosis ........... 7.00 
Clark, Winter & Ruge—Gynecological Diag- 

Crossen—Diseases of Women ...........0e00. 10.00 
Crossen—Operative Gynecology 10.00 
Cullen—Uterine Adenomyoma 5.00 
Deaver & McFarland—‘The Breast (Anomalies, 

Diseases and Treatment) .......cceces 11.00 
Eden & Lockyer—A New System of Gyne 

Findley—Diseases of Women 7.50 
Galbraith—Hygiene for Women ..........-.. 3.00 
Gardner—Textbook of Gynecology............ 4.50 


Giles—Anatomy and Physiology of the Female 


Generative Organs and of Pregnancy 2.00 
Gillliam—Textbook of Practical Gynecology... 5.00 


Green—Diseases of Women (Case Histories).. 6.00 
Hartmann—Gynecological Operations, Thera- 
peutics and Non- Operative Treatment .. 8.50 


Herman—Diseases of Women 7.50 
Herman—Student’s Handbook of Gynecology 3.00 
Hirst—Atlas of Operative Gynecology ....... 8.00 
Hirst—Manual of Gynecology .............. 3.50 


Jolly—Microscopical Diagnosis in Gynecology 7.00 
Kelly-Burnam—Diseases of Kidney, Ureters, 
Bladder (2 Vols.) Special Reference to 


Kelly-Cullen—Uterine Myomata ...........-- 7.50 
Lewers—Practical Textbook of Diseases of 

Lewis & de Roulet—Handbook of Gynecology 4.00 
Lockwood—Cancer of the Breast ............. 3.80 
McCann—Treatment of Common Female Ail- 

Macfarlane—Gynecology for Nurses ........- 1.50 


Mackenzie—Heart Diseases and Pregnancy .. 3.00 
Martin & Jung—Pathology and ‘Therapy of 
Montgomery—Textbook of Practical Gyne- 
Norberg—Golden Rules of Gynecology ...... 2.25 
Parker & Breckenridge—Surgical and Gyne- 


ecological 3.00 
Pollock & Harrison—-Gonococcal Infections... 1.70 
Reed—Diseases of Women 7.00 
Robb—<Aseptic Surgical Technique (Adapted 

to Gynecological Operations) ........... 2.75 
Rodman—Diseases of Breast, (Special Refer- 

06 cc 4.00 
Simpson—Radium Therapy 7.00 
Skeel—Manual of Gynecology and Pelvic Sur- 

Sloan—Electrotherapy in Gynecology ....... 4.00 
Solomons—Handbook of Gynecology ........ 3.00 
Sturmdorf—Gynoplastic Technology .......... 5.00 
Von Reuss—Diseases of New Born ........ 12.50 
Wells—Compend of Gynecology .........+++. 2.00 
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Directory of New and Important Medical Books — Continued 


MISCELLANEOUS Kerr—Operative Midwifery ........c.eceeees $ 7.00 
Dorland Illustrated Med. Landis—Compend of Obstetrics ..........+- 2.00 
ALY, /. La Vake—Talks on Obstetrics 1.00 
Thumb Indexed 4.50  Nall—Aids to Obstetrics 1.50 
Hare—Practical Therapeutics 6.50 Metro-Version OF 1.25 
Meyer—Medical Dictionary in Eight Languages 6.00 4.50 
OBSTETRICS Polak—Manual of Obstetrics ..........+eeee008 6.00 
Andrews—Midwifery for Nurses ............. 2.20 Potter—Podalic Version in Obstetrics ........ 5.00 
Bandler—The Expectant Mother ............ 2.00 Reed—Obstetrics for Nurses .........+-seee. 2.75 
Berkeley & Bonney—Difficulties and Emer- Shear & Williams—Obstetrics .............. 8.00 
gencies of Obstetric Practice ............ 11.00 Tweedy & Wrench—Practical Obstetrics .... 5.50 
Birnbaum— Malformations and Congenital Dis- Webster—Obstetric® 5.00 
Bourne—Synopsis of Midwifery ............. of 
Cadmus—Manual of Obstetrical Nursing..... 1.25 50 
Cadwallader—Handbook of Obstetrics ...... 2.00 
Carlson—Obstetrical Quiz for Nurses ....... 1.75 SEXUAL LIFE. ETC 
Cooke—Handbook of Obstetrics ............ 3.00 
of 3.50 Bloch—Sexual Life of our Times ........... 7.00 
Davis—Obstetric and Gynecologic Nursing.... 3.00 ee ne Sterility and Artificial Im- ‘ns 
Davis—Op rative Obstetrics 7.00 Kempf—Psychopathology 9.50 
DeLee—Obstetrics for Nurses 3.50 Kisch—The Sexual Life of Women ......... 6.00 
DeLee—Principles and Practice of Obstetrics 12.00 Krafit & Ebbing—Psychopathia Sexualis ..... 5.00 
....... 17.00 Wall—Sex and Sex Worship 8.50 
Fairbairn—Textbook for Midwives .......... 6.45 
‘> SURGERY 
Greenwood—Scopolamine—Morphines ; Semi- Ashburst—Practice and Principles of Surgery 10.00 
Narcosis During Labor ....ccccscocccecss 1.75 Bartlett—After-Treatment of Surgical Patients 
Herman—Difficult Labor 4.25 Binnie—Operative Surgery 12.00 
Hirst—Manual of Obstetrics 3.75 Crile & Lower—Surgical Shock ...........- pete 
7.00 Da Costa—General and Operative Surgery .. 10.00 
Jardine—Delayed and Complicated Labor ... 3.00 ae 6 eee Surgery by Case Histories 16.00 
Jellett and Madill—Manual of Midwifery for Horsley—Operative Surgery ....++.e+.eeeeee 10.00 
Johnstone—Textbook of Midwifery .......... 5.00 McGrath—Operative Surgery ..........-+ee0. 8.00 


(See opposite page for additional medical books) 


Directions In Ordering 


In ordering books from this directory be sure that you send check with order. This is necessary 
because few of these books are published by ourselves and the discount allowed by publishers to us is 
not large enough to warrant our opening up charge accounts. It is no reflection on the credit of any 
reader of the Journal, but is simply a commercial condition over which we have absolutely no control. 

Write the name of author, book and amount plainly. Sign attached coupon and mail with your check. 
3o0ks will be sent ALI, transportation charges paid. 


C. V. Mosby Company, 
508 North Grand Avenue, St. Louis, Mo. 


Please send me by prepaid express the following books for which I enclose check for $ 


iwame 
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Sterilizers and Table Combined 


OU never can tell when the emer- 
gency will demand quick sterilization 


of both water and instruments. This 
No. 1413 Castle-Rochester unit more 
than meets your every day requirements 
— jit prepares you for the emergency 
which is bound to come. Your practice 
needs this protection. 


Details of the sterilizers, including the 
automatic protection, the methods of 
heating, and the advantages of the treat- 
ment table are given on page 14 of our 
new catalogue. Write for it. 


There is no midway point 
in Castle sterilization 


ARE YOU SPECIFYING 


H. W. & D. Prescription Specialties? 


BULGARA, ENTERIC GLYCOTAURO and BENZYL SUCCINATE 


SOLUTION OF BENZYL BENZOATE MISCIBLE and 


Information 
on request 


LUTEIN—Corpus Luteum 


(Tablets, Powder and Sterile Solution Ampules) 


WHOLE OVARY AND OVARIAN RESIDUE 
(Tablets and Powder) 
THYROID GLANDS, DESICCATED, U. S. P. 
(1/10, 1/4, 1/2, 1 and 2 gr. tablets, and Powder) 


( Tablets) 


GLOBULES of BENZYL BENZOATE 
MERCUROCHROME - 220 SOLUBLE 


(Tablets and powder for preparing solutions) 


H. W. & D.—SPECIFY BY WRITING—H. W. & D. 


HYNSON, WESTCOTT & DUNNING ‘ner 


Maryland 


24 
h 
hae ~ q 
.© 
a! 
/ 
4 
WILMOT CASTLE CO., 1157 University Ave., Rochester, N. Y. 
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Important Announcement—The Most Complete Work of Its Kind 


Radium 
Therapy 


Frank Edward Simpson, A.B., M.D. 


Professor of Dermatology, Chicago Policlinic; 
Adjunct Clinical Professor of Dermatology, 
Northwestern University Medical School; At- 
tending Dermatologist to Mercy Hospital, Alex- 
ian Brothers Hospital, Henrotin Hospital, etc.; 
Former President American Radium Society; 
Director of Frank Edward Simpson Radium In- 
stitute of Chicago. 

400 pages, 614x914, with 166 illustrations, 
mostly original, including halftones and 
line drawings. Beautiful silk cloth bind- 
ing. Price, $7.00. 


Authoritative and Uptodate 


Dr. Simpson is considered one of the lead- 
ing authorities in this country on the use 
of radium in medicine and surgery and has 
incorporated in this new book the result of his re- 
search and extensive clinical experience. A special fea- 
ture is the beautiful illustrations. There are more than a 

hundred cuts showing before and after treatment with radium, 
most of which are full page. The bibliography covers the entire 
literature of the world on radium up to the time of issuing the book, 


Every Subject is Covered in This Epoch-Making Book 


1. The Radio-Active Substances. 9. Biologic Effects of Radium Rays. 

2. Radium—Its Origin and Chemical WNa- 10. Biologic Effects of Radium Rays 
ture. (Cont’d.) 

3. Radium Emanation and Radioactive De- 11. The Radium Reaction. 
posit. 12, Therapeutic Apparatus. 


4. Technique of the Preparation of Radium 
Emanation for ‘Therapeutic Use and 
Method of Measuring Its Gamma Ray 
Activity. 

5. The Radiations from Radium and _ Its 
Decay Products. 

6. Absorption and Filtration of Rays. 

7. The Absorption of Gamma Rays in 
Water. 

8. Physical and Chemical Effects of Ra- 
dium Rays. 


Since this new book has come from the 
press April 10th, the demand for it has 
been enormous. 


Every physician and surgeon inter- 
ested in radium or radium therapy will be 
sure to want a copy of this book. Just 
sign and mail the attached coupon. 


13. Dosage. 

14. The Technique of Radiation. 

15. Radium in General Surgery. 

16. Radium in Gynecology. 

17. Radium in Dermatology. 

18. Radium in Ophthalmology, Otology, Rhin- 
ology, and Laryngology. 

19. Radium in Diseases of the Ductless 
Glands. 

20. Radium in Internal Medicine. 

21. Professional Injuries Due to Radium. 


HERE AND MAIL TODAY #22 


Obst. Jr. 
C. V. Mosby Co., 
508 N. Grand Ave., St. Louis, Mo. 
Send me a copy of SIMPSON’S new book 
on Radium Therapy. Price, $7.00. 


Name 
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CHE ARGINIQUE 


(Affiliated with Hotel McAlpin) 
Broadway, 32nd to 33rd Sts., New York City 


Situated in center of shopping district and 


adjacent to Theatre Section. 
600 ROOMS 


The hotel is noted for its moderation in 


Pleasant rooms prices. 
as low as $2.50 a 
per day. Dinin3, Rooms most attractive, food the best 


and prices reasonable. Club Breakfasts from 45c 
to $1.00. Special Luncheons and Dinners or a la carte service if preferred. 


Entrance from Hotel to New York Subway and Hudson Tubes— 
affording, direct communication with the Pennsylvania and Grand 
Central Stations and also with Railroad Stations at Jersey City. 


FRANK E. JAGO, Resident Manager 


12th Street and Baltimore + 


= KANSAS CITY, MO. 
sae Ie the very center of 


Fer KK 
— 


the business district, 
the combined buying 
power giving the best 
in room accommoda- 
tions,cafe and dining 
service at fair prices, 
S. J. WHITMORE, 
—> Chairman 
 JoserPH REICHL, 


V-P and Gen. Mer. 
we 500 ROOMS Jos. R. Dumont, Mgr Hotel Baltimore 500 ROOMS 


Lik 


TE 


p4tRonize the houses whose advertisements appear in this issue of the Journal. When 
writing to advertisers, mention the fact that you saw their advertisements in THE AMER- 
ICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY~— it identifies you and brings you 


prompt inquiries and eager service. 
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Did the patient recover ? 


That’s the acid test in Surgery 


@ Accuracy in diagnosis and brilliancy in technic 
are lost if your after-treatment is faulty and the 
patient dies. 

@ The surgeon’s responsibility does not cease 
with the closure of the wound. He must guard 
the patient during the convalescing period. 

q@_ It’s the end-results in surgery that count, and 
careful after-treatment of all your surgical cases 
has an important bearing upon your death rate. 
@ It’s vital to you and your patient that you be 
familiar with the most approved and successful 
methods in caring for the case after operation. 


@ For this reason you should be vitally inter- 
ested in— 


After-Treatment 


of Surgical Patients 
By Willard Bartlett, A.M., M.D., F.A.C.S., 


and Collaborators 


In two volumes of more than 1075 pages, 6x914, with 436 
illustrations, including original drawings, photographs, and 
color plates. Price, silk HOE $12.50 


@_ Surgeons, hospital internes, and general practitioners of medicine will find 
this set of books of inestimable aid. It brings to a focus the most approved 
methods used in the leading hospitals and by the most successful surgeons. 


@ Critics with authority to express themselves say that it is the most impor- 
tant contribution that has been made to surgery in a decade. 


Cc. V. MOSBY COMPANY 
Metropolitan Building, St. Louis, Mo. 


see* Sign and mail the coupon now! 


Please send me a copy of Bartlett’s ‘“After- 
Treatment of Surgical Patients,” for which I en- 
close $12.50, or you may charge to my account. 


C. V. Mosby Company 


Medical Publishers St. Louis, U.S. A. 


(Obst. Jour.) 


| 


eee ee eee 


ATME EATME? 
Or or 
RGICA TRGICA 
NEN’ \TIENT 


8 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


The Journal of 


Laboratory and Clinical Medicine 


— Under the supervision of Dr. V. C. Vaughan 
<< and ten department editors of international 


: | reputation, this Journal has taken its place 
eee | among the leading medical publications of 
| | | the world. Only original articles on labora- 
The Journal | ! tory and clinical medicine and laboratory 
| of cs Pe methods contributed by leading authorities 
| Laboratory and Clinica | | are accepted for publication. Editorials 
Medicine written by the staff form an important fea- 

ture of each issue. Each volume contains al- 
| most 100 pages of uptodate literature, with 
| many beautiful illustrations in black and 


white and in colors. 


| | This Journal bridges the gap between the 
bedside and the laboratory. Its purpose is to 
help the practitioner of medicine with his 


Pi cnPANY laboratory and clinical work, as well as to be 
‘ae ae | of real service to the trained laboratory 
| eo = | worker, pathologist, bacteriologist, internist, 


oo chemist, research worker, and public health 
official. 


An Editorial Board of Exceptional Ability 
Editor-in-Chief: Victor C. Vaughan, M.D., Chairman of Division on Medical Sciences of National 
Research Council; Formerly Professor of Physiological Chemistry and Dean of the Medical School of 
the University of Michigan. 
Bacteriology: Hans Zinsser, M.D., Professor of Bacteriology, Columbia University, New York. 
Pathological Chemistry: Victor C. Myers, Ph.D., Professor of Physiological Chemistry, New York 
Post-Graduate Medical School and Hospital, N. Y. 
Pharmacology: D. E. Jackson, M.D., Professor of Pharmacology, University of Cincinnati Medical 
School; formerly Associate Professor of Pharmacology, Washington University Medical School, St. Louis. 
Immunology and Serology: F. P. Gay, M.D., Professor of Pathology, University of California Medical 
School, Be rkeley. 
Physiological Chemistry and Clinical Physiology: J. J. R. Macleod, M.B., Professor of Physiology, Univer- 
sity of Toronto, and Formerly Professor of Physiology, Western Reserve University; and Roy G. Pearce, 
M.D., Formerly Director of Medical Research Laboratory of Lakeside Hospital, Cleveland. 
Clinical Pathology: W. C. MacCarty, M.D., Pathologist to Mayo Clinic, Rochester, Minnesota. 
Physiological Pathology: P. G. Woolley, M.D., Formerly Professor of Pathology, University of Cincin- 
nati Medical School, Cincinnati. 
Tuberculosis: Gerald B. Webb, M.D., Cragmor Sanatorium, Colorado Springs, Colorado. 
Internal Medicine: Warren T. Vaughan, M.D., St. Elizabeths Hospital, Richmond, Va. 


You Should Send for a Sample Copy 
Published fifteenth of each month. Volumes begin with October of each year. Sub- 
scriptions may begin at any time. $6.00 per year under domestic postage, including the 
United States, Cuba, Mexico, Porto Rico, Canal Zone, Hawaii, and Philippines. To Canada 
and under foreign postage, $6.40. Single copies, 75 cents. 


“47 Enter your subscription today to this important publication, and receive each month fresh material from 
the leading laboratory and research workers of the world. 


Address: Journal of Laboratory and Clinical Medicine 


508 North Grand Blvd., ST. LOUIS. 


} 
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STRICTLY STOARCH-FREE FOODS 


LISTERS 


INBETIC 


PATIENTS 


PREPRRED CASEIN 


DIABETIC 


FLOUR 


Analysis 
Moisture____- 10.66 69.95 
0.67 0.00 
Leavening and 17:09 


Makes palatable bread, muffins and pastry.” 


30 Day Carton Price 
is 


LISTER BROSiiwe. 405 Lexington Ave. NY.C. 


BOLEN 


ABDOMINAL SUPPORTER AND BINDER 


is a highly efficient binder that gives much needed 
support and comfort to MATERNITY patients by 
assisting nature in maintaining a normal tone in the 
back and abdominal muscles, which helps to main- 
tain the child in a correct position and greatly aids 
the natural process of labor. 


Orders carefully and promptly filled. 
Interesting literature on request. 


BOLEN MANUFACTURING COMPANY 


| 1712 Dodge Street, OMAHA, NEBRASKA 


DISEASES OF THE RECTUM 


By Louis J. Hirschman, M,D., F.A.C.S., Vice-Chairman Section on Gastro-Enterology 
and Proctology, A.M.A.; Ex-President American Proctologic Society; Professor of Proctology, 
Detroit College of Medicine; Proctologist to Harper Hospital, Detroit. 378 Pages, With 233 
Illustrations, Mostly Original, Including 4 colored Plates. Price, Cloth, $5.50. 


“A book written essentially for the general practitioner, yet from the authority of a specialist; a book covering 
a field of work that every physician meets daily, yet in which he is so often completely at sea; a book detailing the 
office technic in its simplest, safest and surest form, yet from the knowledge of one with vast experience; outlining 
the surgical procedure in harassing conditions that are too often treated in a palliative way, yet are in truth easily 
amenable to cure under a local anesthetic; a book illustrated so copiously that the pictures alone tell all the es- 
sential steps, yet with a text that is delightful reading. Such is Hirschman’s Handbook and its appearance in its 


third edition is welcomed.” —American Journal of the Medical Sciences. 
I C. V. Mosby Company—Publishers—St. Louis, U.S.A. 
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of Women 


By HARRY STURGEON CROSSEN, M_D., F.A.CS. 


Associate in Gynecology, Washington University Medical 
Associate Gynecologist to the Barnes Hospital; Gynecologist to St. Luke’s 
Hospital, St. Louis Maternity Hospital and Bethesda Hospital; Fellow of 
the American Gynecological Society ana of the American Association of 
Obstetricians and Gynecologists. 


School, and 


Fifth Revised Edition 


1160 pages, 644 x 9%, with 850 beautiful halftone engravings and 


line drawings. 


Gives the Most Approved Methods of Gyneco- 
logic Diagnosis, Therapeutics, Pathology and 
Treatment, With a Section on the Endocrin 
Glands. 

Since the publication of the first edition in 
1907, Crossen’s ‘‘ Diseases of Women’’ has en- 
joyed a popularity equalled by few medical 
_pooks. This new edition covers thoroughly the 
diagnosis and treatment of gynecologic con- 
ditions as met with in the office and at the 
bedside. The important points have been 
presented so clearly and systematically that 
they will be readily understood and retained 
in mind for use at the bedside. This new 
fifth revised edition has been entirely reset. 
Much new matter has been added and all those 
methods. that have been found to be unsatis- 
factory have been eliminated. Gynecologic 
pathology has been thoroughly discussed and 
illustrated with beautiful photomicrographs, 
and a complete chapter is included on the rela- 
tion of the endocrin gland system to gyne- 
cology. 


Price, silk cloth binding, $10.00. 


This Book is the Standard of Teaching in 
More Medical Schools than All Other Books 
on the Subject Combined. 


REVIEWS OF FORMER EDITIONS 
American Journal of Medical Sciences— 


“The character and scope of this work are such that 
it has always been considered among the best books 
of its kind, and the present edition, enlarged and 
revised, has been brought right up to the minute. 
There should be no hesitancy in venturing the 
opinion that this work will continue to enjoy the 
popularity that it has long since attained.” 


Journal of Indiana State Medical Associa- 
tion— 


“This new volume includes all the latest advances 
in the science and practice of diseases of women, 
and all the important points are presented clearly 
and systematically. Indeed the unique systematic 
arrangement of the subject matter that this author 
has planned serves to make this work stand out most 
conspicuously as one of the very best modern texts 
on this subject.” 


Completely Revised and Much New Matter Added 


The New Fifth Edition will be ready for shipment early in September, 1922. This new 
edition has been entirely reset, much new matter has been added, and the book has been 
entirely revised and brought up-to-date. More than 100 new cuts have been added, many 
of the obsolete illustrations having been eliminated, 


ta Order 
The 


your copy Today 


C. V. Mosby Co. 


through your Bookseller, or 


— Publishers — St. 


Publisher. 


U. S. A. 


direct from the 
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